Archives of Physical Medicine and Rehabilitation 
Code of Advertising 


The Archives of Physical Medicine and Rehabilitation, published monthly by the American 
Congress of Physical and Rehabilitation, is interested in the maintenance of the highest 
standards in advertising in the interest of its readers in the medical and closely allied profes- 
sions, the various manufacturers and patients. The Archives of Physical Medicine and Rehabil- 
itation believes that honest, straightforward and informative promotion is essential in the 
merchandising of products and apparatus affecting the health and welfare of the general public. 
For this reason, the APM&R has formulated some basic principles to serve as a guide to 
manufacturers and advertisers. 


CLAIMS 


1. Claims for the efficacy or usefulness of a product should be logically and appropriately based 
upon scientific evidence or authoritative opinion expressed by qualified persons 

2. Claims should not be stronger than the evidence warrants and should be expressed in such 
a way as to avoid multiple interpretation. Implied endorsements by ambiguous statements are 
not acceptable. The journal reserves the right to modify or exclude copy that is extravagant 
in claims without consulting advertiser and/or agent if time before publication deadline is a 
governing factor. 

3. Statements of endorsement or use of a product or apparatus by physicians or by institutions 
or by individuals in allied professions are not acceptable 


4. The statement of claims should be made in language appropriate to the understanding of 
the intended reading audience. If such statements are not clearly made, they may be misleading 
or confusing thereby doing disservice to both publisher and advertiser. 
5. Length of time a product has been on the market and relative sales position are not neces- 
sarily evidence of its merit and hence such information cannot be considered appropriate 
argument for prescription or recommendation. 
6. Promotion suggesting undesirable consequences from failure to use any product or apparatus 
unless compelling evidence exists is unjustifiable 

EVIDENCE 
1. Evidence presented in promotion of products or apparatus should serve the function of 
validating any or all claims made. While interpretation of findings may vary among physicians, 
claims must adhere to the evidence and not to questionable extrapolations 
2. The significance of evidence should not be magnified to the point of overemphasis and 
quotations and/or excerpts should not disregard the context or the full meaning of the source. 
3. Evidence should be readily and reasonably available. Manuscripts may be cited as references 
only after publication. Personal communication is acceptable only when the author has had an 
opportunity to review the intended promotion and has granted written approval for the citation. 
A copy of any personal communication to be included in advertising copy and a copy of per- 
mission directed to the manufacturer to use such personal communication must be on file in the 
office of the publisher prior to such information being released for publication in the journal 
Descriptions of findings demonstrated in scientific exhibits not subsequently published in a 
generally available periodical do not constitute suitable evidence. 
4. Evidence derived from adequately controlled research should be differentiated from uncon- 
trolled clinical experience. Where the advertiser sets forth his own conclusion or rationale, it 
should be done without implication of other authority 


COMPARISONS 
1. Promotion of a product or apparatus should relate the merits of the product or apparatus 
to generally acceptable medical standards. 
2. Direct comparison with other products or apparatus for the purpose of demonstrating su- 
periority is permissible only when such claim can be supported by direct reference to a published 
report. 
3. Implied superiority of a product or apparatus through the overuse of superlatives is not 


acceptable. 
POSITION OF THE MEDICAL PROFESSION 


1. Promotion that tends to undermine the patient's trust and confidence in his physician is 
prejudicial to the effective practice of medicine and must be avoided 

2. Promotion that results in the patient bringing pressure on the physician to prescribe accord- 
ing to suggestion or the current vogue rather than by exercise of professional judgment, is 
unacceptable. 

3. Promotion that encourages the patient to assume the prerogatives of the physician is unwise. 
It should be avoided as detrimental to public health. A prescription of drugs and/or therapeutic 
appliances leading to the time and sequence of the introduction of other treatment should re- 
main the responsibility of the physician. Promotion influencing the patient to assume these 
responsibilities or creating concern regarding the physician’s recommendations is not acceptable. 
The APM&R Code of Advertising conforms to the principle that promotion directly to the 
public of products and apparatus which require a physician's special knowledge for the proper 
administration is not in keeping with the best health and welfare of the general public. The 
APM&R Code of Advertising is subject to alteration and clarification as indicated by the ex- 
perience and wisdom that will be acquired through cooperative efforts of medical, industrial, 
educational and public organizations 
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Original contributions, ex and books for 
review should be forwarded to Editorial Office. 
All business matters including advertising should 
be handled through the Executive Office, 30 ~ 
Michigan Ave., Chicago 2, Illinois. Statements in 
the manuscripts published in the ARCHIVES OF 
PHYSICAL MEDICINE AND REHABILITATION are 
made solely on the responsibility of the author. 
The American Congress of Physical Medicine and 
Rehabilitation and/or the American Academy of 
Physical Medicine and Rehabilitation does not as- 
sume any responsibility for d 
therein. Manuscripts accepted for pu blication in 
the ARCHIVES OF PHYSICAL MEDICINE AND 
are for exclusive publication and 
may not be published elsewhere. 
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Subscription—in the United States, its possessions, 
and Mexico, $8.50 voor: Canada, $9.50; elsewhere, 
$14.00 the yeer; $1 per single copy; special 
issues $1.50 per single copy. Advertising rates on 
application. All advertising copy subject to ac- 
ceptance by Publication Committee. Permission will 

granted on request for reproduction in reputable 
publications if proper credit is given. Reproduction 
for commercial purposes will not be permitted. 
Published monthly at Chicago, Illinois, by the 
American Congress of Physical Medicine and Re- 
habilitation. Entered as Second Class Matter at the 
Post Office at Chicago, Illinois. Copyright 1960, 
by the American Congress of Physical Medicine 
and Rehabilitation. 
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REHABILITATION is devoted to the publication of signi- 
ficant articles in this particular field. Contributions of interest 
to those in physical medicine and rehabilitation are invited. 
Articles are accepted only with the understanding that they 
are contributed exclusively to the ARCHIVES. Articles and 
accompanying illustrations become the property of the journal. 


MANUSCRIPTS 


Submit only the original copy of the article, but retain a 
copy for use in correcting galley proofs. Carbon copies are not 
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attached to galley proofs. Individual reprints of an article 
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LaBERNE Utility Electric 
“WALK-OFF” TABLE 


Mellotone grey and mounted on 3” swivel casters 


locks. Electrically operated by motor and gear box through 
a direct worm drive with reversing switch; safety switches 


for up and down positions. 


Table is 78” long, 28” wide, and 32” high, adjustable to 
any position from horizontal to vertical with calibrated dial 


showing degree of tip from 0 to 90. 


Fixtures included foam top covered with water proof 
leatherette; removable footboard, two 6” restrainer straps, 


Model 1060 E $395.00 


Hand Operated Model (photo below) 


and cervical hook. 


Same as above except operated by hand crank 
Model 2101 H 


Intermediate Model and Telescopic Model. 
Prices FOB Columbia, S. C. 


La Berne MANUFACTURING COMPANY 


Ak PO Box 5245 Columbia, S. C. 
Originators of the “WALK-OFF” Physical Therapy Table 


The LaBerne electrically operated Utility Model table is 
built of tubular steel and reinforced angle iron finished in 


$239.50 
Also available are Standard Hospital Model, Clinic Model, 


with 


Write for catalog. 


Phone SU 7-6162 


PHYSICAL MEDICINE 
EQUIPMENT 


NEW SIEMENS ULTRATHERM 603 
diathermy machine with automatic tuner 
SERVOMAT. This automatic tuning de- 
vice SERVOMAT — only available with 
SIEMENS, guarantees precise tuning — 
never possible otherwise. 

The ULTRATHERM 603 is the most 
powerful diathermy machine available for 
any type of shortwave therapy with power 
reserves (F.C.C. Approved). 

Also available is a complete line of physical 
medicine equipment, appreciated in 92 
countries all over the world, for their su- 
perior quality — from the world’s largest 
manufacturer of electronic medical equip- 


ment — SIEMENS. 
For detailed information write to: 


PHYSICAL MEDICINE DIVISION 


MIDWEST IMPORTS 


P.O. Box 322, Dept. Al0, Hinsdale, TIL. 
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MISS PHOEBE NO. 37 IN A SERIES 


“Lucky for us foxes they don’t make 


Everest & Jennings chairs for hounds!” 


When life’s hurdles seem highest. 
Everest & Jennings chairs help cut them 
down to size. Effortlessly maneuverable, 
these gleaming chairs invite activity 
from the start; lastingly sturdy, they 
outfox wheel chair shyness for good. 
You can recommend them with confidence 
for all patients, all needs. 


Model +8ULW20-15 There’s a helpful authorized dealer near you 
weighs only 24 pounds, folds to 


10 inches coe RWEREST & JENNINGS, inc. 10s anceses 25 
into the car for trips. ’ “ 
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Georgia Warm Springs Foundation 
GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Neuro-Muscular Disease 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or registrants of the American 
Registry of Physical Therapists, or members of the 
American Occupational Therapy Association. 

Entrance Dates: First Monday in January, April and 
October. 


WANTED: Two (2) PHYSIATRISTS, to be added to a staff 
of several physiatrists and Residents, in a large teaching 
and research Department of Physical Medicine and Reha- 
bilitation. A great variety of acute and chronic patients 
including paraplegia and blind rehabilitation. Intensive 
program in EDX, EMG, and Neuro and Muscle Physiology. 
Residency program in cooperation with Stritch Medical 
School, Department of PM&R at Research and Educational 
Hospitals of the University of Illinois, Department of 
Pedistric Neurology at Cook County Hospital and Reha- 
bilitation Institute of Chicago. Limited to U. S. citizens. 


Course 1- = ~ Emphasis on care of convalescent neuro- 
with intensive training in functional 


Apply to Dr. W. T. Liberson, Chief, Physical Medicine 
anatomy, aan testing, muscle reeducation and use and Rehabilitation Service, Veterans Administration Hos- 
of supportive and assistive apparatus. This course is 


complete in itself pital, Hines, Illinois. 
Course 1) — Three months duration with Course I 


prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re- 


sumption of functional activity and use of adaptive 
apparatus. 

In-Service Training Program — Fifteen months dura- 
tion at salary of $225 per month plus full mainte- 
nance, increasing to $250 per month at the completion 
of nine months. This program includes training in 
Courses I and II. 

Twitien: None. Maintenance is $100 per month 
(except those on In-Service Training Program). For 
scholarship to cover transportation and maintenance 
for Courses I and II, contact The National Founda- 
tion, 800 Second Avenue, New York 17, New York. 
(Scholarships require two years of experience.) 


PHYSICAL THERAPIST 


Position in career civil service for beginning 
or experienced Physical Therapist in Physical 
Medicine & Rehabilitation Service of 950-bed 
hospital - domiciliary center. Starting salary 
For further information contact: $4980 per annum. $150 annual increments, 
ROBERT L. BENNETT, M.D. excellent leave, retirement, insurance benefits. 
Executive Director Write or call Personnel Officer, Veterans Ad- 


Georgia Warm Springs Foundation ministration Center, Dublin, Ga. 
WARM SPRINGS, GEORGIA 


READER SERVICE .. . 


this section is established for the convenience of the reader-audience of 
the ARCHIVES OF PHYSICAL MEDICINE AND REHABILITATION. Each month, 
the reader service column will list the complete name and address of the 
author to be contacted for information and/or reprints of scientific studies 
herein published. The column will be up to date at press time, but the 
ARCHIVES cannot guarantee the accuracy of such listings 30 days after 
publication date. The following authors, in Contents order, are represented 
in the October, 1960 issue: 


HowarD F. POoLLey, M.D., Section of Medicine, Mayo Clinic & 
Foundation, Rochester, Minn. 


OTAKAR MACHEK, M.D., 634 N. Grand Blvd., St. Louis 
A. Ray Dawson, M.D., PM&R Service, VA Hospital, Richmond, Va. 


LEONARD POLIcoFF, M.D., Dept. of PM&R, Albany Medical College 
& Hospital, Albany, N. Y. 


ROBERT H. MANHEIMER, M. _ Arthritis & Rheumatism Foundation, 
432 Park Ave., South, New York City. 


RALPH E. WORDEN, M.D., UCLA Medical Center, 10833 Le Conte 
Ave., Los Angeles 


Please do not direct requests for reprints to the Archives of Physical Medicine and Rehabilitation 
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From R/P... 
LaBerne Extension-Flexion Exercise” Unit 


Shoulder 
Wheel Exercise 


Versatile! Designed for PRE 
to both upper and lower 
extremity muscle groups— 
without use of weights! 


BK Amputee 
Exercise 


Hamstring 
Exercise 


Hip Abduction 
Exercise 


For multiple use in progressive resistive exer- 
cise . . . the only unit that needs no weights! 
Calibrated control set enables therapist to 
select exact resistance from 5 to 80 lbs. Re- 
sistance remains constant throughout range of 
motion at any setting. Table is rugged tubular 
steel with polyurethane top covered in wash- 


for internal and external rotation, unilateral 
and bilateral extensor, scapula rotation and 
elbow flexor exercise. Uses calibrated control. 
Easily adjustable. 


No. 2179—Extension-Flexion Exercise Unit with quadri- 
ceps rest and table, without casters. Wt. 75 Ibs.. $150.50 


able Naugahyde. Overall dimensions without 
casters: 281%” high, 28” wide, 30” deep; with 
4 casters, 32” high. 

Shoulder Rotator Unit 
Fits conveniently in bracket at side of table 


No. 2180—Shoulder Rotator with table, but without 
Extension-Flexion Exercise Unit. Wt. 80 Ibs.. .. $159.50 


No. 2178—Extension-Flexion Exercise Unit with Shoul- 
der Rotator, quadriceps rest and table, without casters. 


Contact your R/P Representative or write for additional information 


é Rehabilitation Products 


Division of American Hospital Supply Corporation 


2020 Ridge Avenue, Evanston, Illinois 


ATLANTA BOSTON CHICAGO COLUMBUS DALLAS KANSAS CITY 
Chamblee,Go. Waltham 54, Mass. ton, 1. Columbus 6, Dallas 19, Texas WN. Kanses City 16, Mo. 


LOS ANGELES MIAMI MINNEAPOLIS NEW YORK SAN FRANCISCO WASHINGTON 
Burbank, Cal. Miami 35, Flo. Minnecpolis 12, Minn. Flushing 58,N.Y. 5%. San Francisco, Col. Washington 18, D. C. 


Export Department: Flushing 58, L. I., N. Y., CBA. | In Conodo: Corporation 
(Canada) Limited, Winnipeg 12, Hoffmann-Pinther ag 
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HM-801 
FULL BODY 
IMMERSION TANK 


“Figure 8" design per- 
mits all ports of the 
body to be reached 
from either side with- 
out entering tank. Twin 
Electric Turbine Ejec- 
tors provide double 
action hyd 


PB-110 
PARAFFIN BATH 
{fer hand, wrist, 
elbow or foot) 


Stainless steel, ther- 

mostatically controlled 

electric heating 

diol thermometer. Re- 
ibie stand. 


Overhead hoist focili- 
tates handling of non- 


ambulatory patients. 


MA-105 
MOISTAIRE HEAT 
THERAPY UNIT 


Delivers temperoture- 
controlied moist heat 
safely and effectively. 
Complete with stoin- 
less steel treatment 
hood, table, latex 
foom table pad, nylon 
moistureproof curtains 
ond 4-quart filling can. 


ILL, 


$8-100 

HUDGINS MOBILE 
SITZ BATH 

For postoperative rec- 
tal or postpartum core 
of the perineci creo. 
Sturdy stainless stee! 
and aluminum con- 
struction. Optional 
maintenance electric 
heater. 


SLECTRIC CORPORATION 
Reach Rood, Williamsport, Po. 


massages 
pain away 


pain, spasm; 
improves function 
increases toleran 

to exercise 


pain.. 


1. Gordon, E. E. As 
industrial Medicine & Surgery 
28:217, 1959 


GER-O-FOAM's exclu- 
sive formula provides 
for the first time deeply 
absorbed analgesic- 
anesthetic agents in 
aerosol form —to per- 
meate and anesthetize 
sensory nerve endings. 


Relief in minutes, lasting 
for hours in. 
toid arthritis, osteoar- 
thritis, muscle sprain, 
fibromyositis, low back 
.even in chronic 
intractable cases. 


GER-O-FOAM combines: 
Methy! salicylate 30%, ben- 
zocaine 3%, in a neutralized 
emulsion base, permitting 
fast penetration through the 
stratum corneum. 


. rheuma- 


and reprint from 


GERIATRIC PHARMACEUTICAL CORP. 


Bellerose, New York 


Pioneers in Geriatric Research 


CARR 
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The All-New Preston Catalog No. 1065 
The Most Complete Catalog in the Field 


This is the largest catalog in our long 

service to the Profession . . . 208 pages 
- 1057 illustrations . . . up-to-date price 

information on over 2500 products. 


As in years past, the Preston Catalog is 
Your One Complete Guide for all types of 
equipment used in Physical Therapy and 
Rehabilitation. Whether you need a single 
article or a complete installation, you can 
fill all your needs from this single source. 


Among the special features of the new 
Preston Catalog, we call your attention to: 


@ Latest Developments included after 
thorough investigation of their useful- 
ness and value. Also many additional 
famous product lines. 


@ Functional Organization. All items 
listed under appropriate classification 
and arranged for your convenience in 
locating any product. 


Accurate, Concise Descriptions— 
written to give you maximum informa- 
tion while saving your time by keeping 
all entries brief and to the point. 


A Source of Prompt Service. All orders 
sent to Preston headquarters receive per- 
sonalized prompt service — usually same- 
day shipment—from our well stocked 
warehouses. You can buy with confidence 
when you order from Preston. 


If you haven’t received your Free Copy of Catalog No. 1065, 
it will be a pleasure to send you one. Just drop us a line. 


$y. A. PRESTON CORPORA 


175 Fifth Avenue, New York 10, New York 
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EW 
MODEL 


Here is a new, improved hand control for cars, designed 
by a Swedish craftsman — bringing you streamlined 

quip t both tive and efficient. Made of solid 
aluminum, it is durable, neat in appearance and light in 
weight. There is nothing to clutter up the dash. Others 
can drive with equal ease. 


LANDAUER 


COM PANY 


SPECIALIZING IN 
EQUIPMENT FOR 


ELECTRO-THERAPY 
ELECTRO-DIAGNOSIS 


li BLENHEIM COURT 
ROCKVILLE CENTRE NY. 


EL: RO.6°4527 


"ELGIN EXERCISE CHAIR 
FOR PROGRESSIVE RESISTANCE 


Here is an ENTIRELY NEW EXERCISE UNIT, 
clinically proven to be extremely beneficial 
during early treatment of the hemiplegic 
patient (reciprocal motion exercises for arms 
and legs). The NEW ELGIN EXERCISE CHAIR 
also provides excellent treatment for many 
other cases such as polio, arthritis, and the 
orthopedic patient. 

May be used in the physical therapy depart- 
ment, hospital ward, or for home treatment. 
Complete brochure il- 
lustrating the many ex- 
ercises possible with this 
revolutionary new unit 
will be sent on request. 
Elgin offers the most complete 
line of Progressive Resistance 


Exercise Equipment. Write to- 
day for free catalogues. 


EXERCISE 


P.O. BOX 132 


EXERCISES 


SOME 
FEATURES 


® Sturdy ... Safe 
Comfortable 


© Requires Minimum 
Amount of Space 


® Correct Mechanical 
Position While 
Exercising 


® Excellent for Re- 
sistive, Assistive, or 
Reciprocal Motion 
Exercises 


APPLIANCE CO. 


ELGIN, ILLINOIS 


use your feet to drive 
NEW 
ah 
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AUTOMATIC 


COLD or HOT packs \\ from MEDCO 


or CONTRAST... 


TEMPERATURE RANGE 
From 30°F. to 130°F. with 


SINGLY OR 
KOL-THERM will do the rest... 


WHAT KOL-THERM? 


KOL-THERM is an entirely NEW 
approach to the application of one of 
medicine's oldest therapies. It producesCOLD 
/ of HOT packs, or alrernate CONTRAST, 
within a temperature range of 30° F. to 130° F. COED 
The introduction of the KOL-THERM eliminates 
the inconvenience of older, more cumbersome 
_ methods of cold or hot pack applications. 


HOW IS THE KOL-THERM USED? 


| When moist coup pack or moist HOT pack is 

desired, a wet towel is placed between applicator 

g surface and treatment area. Simply dial the 

¥ desired temperature. The KOL-THERM j , 

will maintain desired temperature Tulsa, Oklahoma 
(+ or — 3° F. applicator surface) 

for any given pre-determined period. 


would tihe an office demonstration of the Medco HOL THERM. 
Please send me your illustrated titersture. 


Write for illustrated literature or 
office demonstration todayLo 


*AVAILABLE FOR IMMEDIATE 
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For the practice of modern medicine 


THE ALL NEW ELECTROMYOGRAPH sy MeDITRON 


IMMEDIATE DELIVERY — FULLY GUARANTEED — WRITE OR TELEPHONE COLLECT TODAY 


THE MEDITRON COMPANY 


708 S. FAIROAKS, PASADENA, CALIFORNIA CENTER STREET, PEMBROKE, MASS. 


Vou in one easily- -maneuvered unit. 


HYDRO-LEVEL COT AL 
Waters AS LIFTER LOUNGE & CH 
MUSCLE STIMULATOR E 


© DESIGNED FOR HOME USE 
* LOW IN COST 

SIMPLE TO OPERATE 

RELIABLE GALVANIC OPERATION rd Unt $199, 50, write tor complete ntormation. 


Rochester, Minnesota 


DEPT. 6100, 257 PARK AVENUE SOUTH, NEW YORK 10, NEW YORK 


0S SWE 
TRANSPORTING of PATIENTS — : 


it’s SHORT-WAVE DIATHERMY 


for efficient, effective, 
all-position THERAPY! 


Users report all the advantages and conveniences 
they want are obtained with the treatment- 
proved L-F Short-Wave Diathermy. 

In most applications the set-up time is only 

9 or 10 seconds. Practically unlimited application 
flexibility is provided by L-F air-spaced plates 
and combinations of a plate and the L-F hinged 
treatment drum or utility applicator. 

Indicative of the therapeutic effectiveness of 

this diathermy unit is its successful use by 
hundreds of physicians, hospitals, industrial 
clinics, and varied health and treatment 
institutions. Consider the L-F Short-Wave 
Diathermy for your own treatment programs. 


Air-speced piete Air-speced plete 
treatment of wrist, treatment treatment to | 


RITTER COMPANY, INC. 
6610 Ritter Park, Dept. 6604 
Rochester 3, N. Y. 


Please send additional information on 
L-F Short-Wave Diathermy. 


NS. 
ROCHESTER Ww YORK 


Medical Division 


NAME 
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for... EDEMA 
VASCULAR INSUFFICIENCIES 
STUMP THERAPY 

LYMPHEDEMA 


The Jobst Treatment Program 


@ Voluminous clinical literature reports dramatic successes in reducing 
edema and attendant pain with the Jobst Treatment Program. 


The complete program consists of using a Jobst Intermittent 
Compression Unit which reduces edema by gentle, controlled pneumatic 
massage. This is followed by the use of a custom-fitted Jobst Venous 
Pressure Support worn on the affected extremity. 


For stump therapy, following an amputation, a Jobst Intermittent 


Compression Unit alone reduces edema and permits an earlier fitting 
of a prosthesis. 


Impaired vascular conditions usually respond to the use of an 
individually fitted Jobst Venous Pressure Gradient Support. 


Also available are Jobst Pressure Bandages for complete pressure 
control on hands, feet, lower arms or lower legs. 


For details and clinica/ literature, write to 


THE R. D. GRANT COMPANY on Intermittent Compression 
761 Hippodrome Building Units and Jobst Pressure 
Cleveland 15, Ohio Bendages. 


THE JOBST INSTITUTE 
1803 Jefferson Avenue 
Toledo 2, Ohio 


on Jobst Venous Pressure 
Grodient Supports. 
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A MUST IN DERMATOLOGY 
FISCHERQUARTZ 


R. A. FISCHER & CO. 


A MUST IN DIATHERMY 
THE MASTER FISCHERTHERM 


Model No. 1200—A_ powerful, dependable 
machine for continuous performance, night 
& day. 
FISCHER DRY PADS FOR LOW VOLT 
NO MOISTURE 
SEND FOR DETAILS 


517-525 COMMERCIAL STREET 
GLENDALE 3, CALIFORNIA 


Eastern Office and Warehouse: HABER INC., 2043 CHESTNUT ST., PHILADELPHIA 3, PA. 


FISCHERTHERM FISCHERSINE 


WANTED 


Staff physical therapist for Physical Medicine 
and Rehabilitation Department of 600 bed 
general medical-surgical and teaching hos- 
pital. Thirty miles from Manhattan — near 
all Long Island recreational areas. Salary 
$4210-$5560, plus recent equivalent 712% 
increase, 35 hours per week. Full mainten- 
ance $32 per month, plus other benefits. 
Write: Dr. H. S. Whiting, Physiatrist, Direc- 
tor of PM&R Department, Meadowbrook 
Hospital, Hempstead, New York. 


Registered female physical therapist with special 
training and/or experience with cerebral palsied 
children to conduct established mobile unit serv- 
ice in southern Ohio. Occupational therapist also 
on service. Orthopedic medical direction. Station 
wagon and travel expenses provided. Forty-hour 
week; social security; three week vacation plus 
8 holidays, ten days annual sick leave and five 
days annual educational leave with salary; annual 
increments. Salary $5000 to $5500, or more for 
an exceptionally well qualified therapist. Apply 
Miss Grace Roberts, Cerebral Palsy Program Di- 
rector, Ohio Elks Association, 580 E. Town St., 
Columbus, Ohio. 


REGISTERED 
PHYSICAL THERAPIST 


To take charge of a two year old 
department in a fully accredited 
hospital. Salary open. Some super- 
visory experience necessary. Ad- 
dress inquiries to Personnel Office, 
Evangelical Deaconess Hospital, 
4229 Pearl Road, Cleveland 9, 
Ohio. 


california calling 


GRADUATES OF APPROVED 
SCHOOLS OF PHYSICAL THERAPY 


Openings in State Hospitals © Veterans’ Home 


Crippled Children Services Program 
promotional opportunities. Streamlined 
Francisco and Los Angeles and on request in other 
states neor candidate's residence. 
Apply: STATE PERSONNEL BOARD, Dept. PT 70 
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WANTED: Six (6) PM&R Residents, to be added to a staff 
of several physiatrists and Residents, in a large teaching 
and research Department of Physical Medicine and Reha- 
bilitation. A great variety of acute and chronic patients 
including paraplegia and blind rehabilitation. Intensive 
training available in EDX, EMG, and research Neuro- 
Muscle Physiology. Residency program in cooperation 
with Stritch Medical School, Department of PM&R at 
Research and Educational Hospitals of the University of 
Illinois, Department of Pediatric Neurology at Cook 
County Hospital and Rehabilitation Institute of Chicago. 
Limited to U. S. citizens. Salary determined on quelifica- 
tions. Apply to Dr. W. T. Liberson, Chief, Physical 
Medicine and Rehabilitation Service, Veterans Administra- 
tion Hospital, Hines, Illinois. 


PHYSIATRIST — to assume medical direction of reha- 
bilitation center for children and adults. Must be 
Boarded or Board eligible. 

PHYSICAL THERAPIST — to direct physical therapy 
departments in children and adult centers. Must 
be fully accredited. Experience supervision stu- 
dents and staff; administration of Physical Therapy 
Department essential. 

RESEARCH COORDINATOR — Training and experience 
in physical medicine and rehabilitation. Ph.D. or 
MD. 


For details write — 
BOX 2611 


ARCHIVES OF PHYSICAL MEDICINE 
AND REHABILITATION 


Physical therapy positions available in Institute De- 
partments located in three Peoria hospitals. Excellent 
educational opportunities, both clinical and didactic. 
Three weeks vacation per year, sick leave, insurance 
benefits, six and one half holidays per year. Complete 
physical medicine and rehabilitation program under 
supervision of physiatrist. Progressive salary scale 
commensurate with experience and meritorious service. 
Apply Medical Director, Institute of Physical Medicine 
and Rehabilitation, 619 N. E. Glen Oak Avenue, 


Peoria, Illinois. 
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Now moist heat can be 


applied conveniently, ef- 2°) par. No. 
fectively and with a min- 2,710,008 
imum investment in equipment. No dripping, 
no wringing, no repeated applications. Each 
application gives at least 30 minutes effective 
moist heat. The Steam Pack is merely heated 
in water, wrapped in a towel, and applied. 
Standard equipment in leading hospitals and 
clinics across the nation. 

Folder and prices on request 

Originated and Manufactured by 

CHATTANOOGA PHARMACAL CO., INC. 

CHATTANOOGA 5, TENNESSEE 


HYDROCOLLATOR @ q 


FROM: TECA CORPORATION 


Devoted to development of electronic instrumentation for neuromuscular studies 


New Portable Mode! B with comero in retracted position. 


A NEW PORTABLE ELECTROMYOGRAPH, incorporating all 
facilities for nerve conduction time tests and Polaroid® 
photo-recording. The new Model B has been developed to 
supplement the 1 and 2 channe! console Models TE1.2-7 
and TE2-7. A matching console cabinet for the Model B 
can include an extended range magnetic tape recorder for 
operation with the EMG. The new portable, a compact one 
channel unit, will find application where the expandability, 
2 channel facility, and flexibility of the TE console series 
are not required or where mobility is a prime requirement. 


NEW NERVE CONDUCTION TIME FACILITIES in the Model B 
include unique time marker pulses superimposed electric- 
ally on the recording beam, permitting accurate direct 
measurement of conduction time, without error due to 
parallax or sweep and cathode ray tube distortions. 


The stimulator, which generates rectangular pulses with 
5 adjustable calibrated duration settings, provides high 
maximum output voltage (250V). The unique mounting 
of the intensity control on the percutaneous stimulator 
electrode handle now makes testing easier. Frequency of 
stimulus is adjustable from 1 per second to well into the 
tetanus range. An accessory conduction time indicator 
will permit direct reading of conduction time (or other 
physiological time intervals) from a digital indicator 
calibrated in milliseconds. 


OTHER USEFUL FEATURES include a rugged Polaroid® camera 
mount that permits the camera to be instantly swung into 
position ready for use. 


All electronic camera synchronization is fast, foolproof 
and easy to use for EMG or conduction time recording. 
The seven inch diameter flat face cathode ray tube is pho- 
tographed thru an illuminated screen with engraved scale. 


Advanced circuitry includes regulated power supplies for 
stability and accurate calibration, at low and high power 
line voltages. Radio frequency rejection circuits and 60 
cycle filters are provided. 


OTHER NEW DEVELOPMENTS 


An electromagnetic percussion hammer delivers uniform re- 
peatable impacts to the body. The impact is synchronized 
with the sweep of the EMG so that muscle response, either 
electrical (EMG) or mechanical (motion velocity or accel- 
eration) may be displayed as a stationary pattern on the 
screen, permitting accurate time measurements to be 
made, visually and by magnetic tape or photo-recording. 


Continuous record high frequency multichannel photo-recorders 
for automatic operation in conjunction with the EMG. 
Permanent graphic records are provided with wide range 
of time scales and with integral time markers. 


Electrical integrators for muscle potentials, with both aver- 
aging (adjustable decay) and absolute integral modes of 
operation. 


Special stimulators for operation synchronized with the 
EMG, supplying electrically isolated pulse pairs with 
adjustable delay between each of the two independent out- 
puts. Isolators can be supplied to users of Teca Chronaxi- 
meters to permit EMG recording of evoked potentials. 


Also for electrodiagnosis, the Teca Model CH-8 a true 
stabilized current variable pulse generator and chronazi- 
meter. Generates accurate rectangular pulses of current 
entirely independent of variations in patient or electrode 
impedance over a wide range. Incorporates many innova- 
tions for simplified accurate strength duration curve and 
chronaxie procedure. Write for Bulletin. 
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Old 
Diathermies 
Never Die... 


but they do “fade” with age! If your present dia- 
thermy is nearing its 10th anniversary, it may not 
be worthwhile incurring substantial service charges 
on it. When that time comes, let your Burdick dealer 
quote you a trade-in allowance on a new, up-to-date 


Burdick MW-1 Microwave Diathermy unit. 


hb ‘ THE BURDICK CORPORATION 
MILTON, WISCONSIN 


Branch Offices: NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 


Dealers in all principal cities 
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Pathologic and Clinical Characteristics 
of Connective Tissue Diseases 


Howard F. Polley, M.D. 
and 
Charles H. Slocumb, M.D. 
Rochester, Minn. 


@ The connective tissue diseases still present a real 
challenge to the diagnostic and 
abilities, but knowledge of the pathologic changes and 
physiologic aspects of connective tissue and careful 
attention to clinically recognized variations in 
manifestations of connective tissue diseases can be 
helpful. 

Certain previously accepted concepts relating to 
connective tissue diseases now are being revised as a 
result of intensive clinical and laboratory studies. With 
increased efforts to recognize and to differentiate the 
various connective tissue diseases and treat therm more 
appropriately, it is likely that a more optimistic outlook 
will be justified. 


The term, collagen disease, is used to 
designate a group of diseases character- 
ized by chronic inflammation of tissues 
of mesenchymal origin, but of unknown 
etiology, that affect multiple systems of 
the body. Formerly these diseases were 
considered to be unrelated because of 
their widely varying (though sometimes 
overlapping) clinical manifestations.’ 


The mesenchyme formerly was thought 
to function only as a support, passage- 
way or lubricant. But it is now known 
that the connective tissue as well as other 
mesenchymal derivatives is a functioning 
unit of the body (much as is the muscular 
system, the reticuloendothelial system or 
other organs). More specifically, the 
entire system of mesenchymal derivatives 
may be regarded as a unit or organ of 
defense, involving protective or immune 
reactions and reparative functions. 


Composition of 
Connective Tissue’ * 5* 


Connective tissue, to which attention 
chiefly is directed at this time, is com- 


This paper was presented al a seminar sponsored by the 
American Rehabilitation Foundation 


The term, as originally proposed in 
1942 by Klemperer, Pollack and Bachr,? 
was not intended to be a diagnosis, nor 
to describe all the pathologic aspects 
of these diseases, but indicated, they 
thought, the site of the characteristic 
lesion (namely, fibrinoid necrosis of the 
collagenous fiber). 


Derivatives of the Mesenchyme’: *: * 


Derivatives of the mesenchyme are 
diffusely situated throughout the body 
and consist of connective tissue, fibro- 
blasts, cartilage (chondroblast), bone 
(osteoblast), muscle and the reticulum 
or reticuloendothelial component of 
lymph nodes, spleen, liver and bone 
marrow. It has both circulating and 
fixed-tissue components. 


posed of fibers, ground substance and 
cells. The fibers are extracellular; the 
ground substance also is extracellular or, 
more specifically, interfibrillar. 


Connective tissue is a continuous 
matrix, varying from organ to organ, 
and differing in consistency from Whar- 
ton’s jelly of the umbilical cord to bony 
matrix. Connective tissue per se is 
acellular, but cells are so intimately and 
functionally related to the other elements 
that they may properly be included. Thus 
there are both extracellular and cellular 
components. 


From the Mayo Clinic and the Mayo Foundation 
fant eg the Graduate School of the University of 
innesota), Rochester, Minn. 
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The fibers or extracellular elements 
consist of collagen, elastica, reticulin, and 
basement membrane. 

Collagen, which has been studied ex- 
tensively, is the major fibrous component 
of connective tissue. It accounts for 
about 30 per cent of the total protein of 
the mammalian body. It can be mis- 
leading, however, to think of “collagen” 
as synonymous with connective tissue. 

The collagen molecule appears to be a 
rigid rod of the order of 3000A units 
and 15A wide. Even the smallest col- 
lagenous fibers visible under the ordinary 
microscope are seen through the electron 
microscope to be composed of bundles 
of minute fibrils, possessing a character- 
istic repeating band of about 640A 
units. 

It also has been shown that collagen 
molecules spontaneously can aggregate 
in a highly ordered manner when pre- 
sented with the proper ionic environment 
and that the type of organization is 
dependent on the specific configuration 
of the molecule itself. This action ap- 
pears to take place in the absence of 
enzymes and cells and is reversible; it 
has been called the “phenomenon of 
collagen reconstitution.” 

Studies with C'*-labeled glycine have 
suggested that a soluble fraction of col- 
lagen is most likely a precursor of the 
insoluble fibrils. 

Immune globulin (circulating anti- 
body) and collagen are thought to be 
products of the reticulin and are related 
chemically to hyalin, a homogeneous 
matrix produced by cartilage (chondro- 
blast), and to osteoid tissue, the product 
of the osteoblast. 

The amorphous interfibrillar matrix 
called the “ground substance” fills in the 
space not occupied by cells and fibers. 
It lies in the strategic position between 
the cells and the blood supply and is an 
intimate and vital link in the transport 
between cellular elements and the blood 
lymph system. 

It may play an even more important 
role than collagen in the pathogenesis of 
connective tissue diseases. Ground sub- 
stances consist of tissue fluids, muco- 
polysaccharides and glycoproteins. 

The component acid mucopolysac- 
charides have attracted wide attention. 
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They are typified by hyaluronic acid, 
chondroitin sulfates and heparin. Chon- 
droitin-sulfuric acid is the chief organic 
chemical constituent of cartilage and 
chemically is closely related to mucoitin- 
sulfuric acid, the chief chemical organic 
constituent of both vitreous humor and 
synovial fluid. The mucopolysaccharides 
except for heparin, which seems localized 
to the mast cell, are distributed primarily 
in the extracellular, extrafibrillar spaces 
of connective tissue. 

Although the actual biologic signifi- 
cance of mucopolysaccharides is still a 
matter for conjecture, the mucopolysac- 
charides always are associated with new 
formation of connective tissue and seem 
to diminish considerably as the new tissue 
matures and ages. Thus ground substance 
varies in composition and organization 
from tissue to tissue, and probably also 
with time. 

Many experiments suggest that both 
ground substance and the fibers of con- 
nective tissue are the result of cellular 
activity, but the possibility has not been 
ruled out that the ground substance is a 
transudate from capillaries and that fibrin 
and collagen fibrils can be formed from 
plasma clot by mere mechanical factors. 

The glycoproteins are proteins to which 
carbohydrates are covalently bound. In 
many instances they represent a larger 
proportion of the solids than do the 
mucopolysaccharides. With the possible 
exception of synovial fluid proteins they 
have not been adequately studied and 
evaluated. 

The cells of connective tissue consist of 
fibroblasts, lymphocytes, plasma cells and 
mast cells, and sometimes histiocytes and 
polymorphonuclear cells. 

Interest and emphasis have shifted 
steadily from the collagenous fiber to the 
ground substance and now perhaps to 
the connective tissue cells, especially to 
the mast cell. No doubt each element is 
important and interrelated in ways yet 
to be identified. 

The production and maintenance of 
connective tissue depend not only on the 
activity of the fibroblasts or other cellular 
components and products obtained from 
the blood but also on the regulating 
functions of certain enzymes, vitamins 
and hormones. 


é 
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The enzymes that degrade hyaluronic 
acid and chondroitin-sulfuric acid are 
hyaluronidases which appear to be mix- 
tures of several enzymes, some depolymer- 
izing the long-chain molecules, other 
hydrolyzing aldobionic acid. Action of 
hyaluronidases in vivo is conditioned 
in turn by the presence of anti- 
hyaluronidases. 

Ascorbic acid is the principal vitamin 
that controls connective tissue; it is 
necessary for the formation of collagen 
and possibly is a component of chon- 
droitin sulfate. 

The principal hormonal influences on 
connective tissue result from thyrotropic 
hormone which can stimulate production 
of both ground substance and collagen- 
ous fibers and adrenocortical steroids 
which have special effects that are mani- 
fested variously in the different connec- 
tive tissue diseases. 


Relation of Connective Tissue and 
Adrenocortical Hormone Functions’® 
Among physiologic processes known to 

be affected by hormones of the adrenal 
cortex are (1) control of permeability 
and transfer of inorganic ions and water 
between extracellular and intracellular 
tissues (and from blood to urine) and 
(2) activation of enzyme systems. In 
patients with adrenal insufficiency, for 
example, profound alterations of the 
function of many organs can be con- 
trolled to a large measure by regulation 
of intake of inorganic ions and in such 
instances multiple enzyme systems are 
usually affected. 

Whatever the mechanisms, steroid hor- 
mones alter tissue reaction that follows 
union of antigen and antibody and by 
such action the harmful effects of hyper- 
sensitivity may be dissociated from the 
beneficial reactions of immunity. 

The widespread effects of adrenal 
function on mesenchymal tissue, as well 
as certain metabolic effects, appear to 
be produced primarily, if not solely, by 
C-11 oxygenated steroids. 


Pathologic Changes! * 9 


The first recognized pathologic change 
in the connective tissue in collagen dis- 
eases is swelling or edema of the ground 
substance. This is an early change mani- 
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fested by the accumulation of a jellylike 
stainable matrix consisting of mucopoly- 
saccharides, water and other components. 

Fibroblastic proliferation also is promi- 
nent early. Around the fibroblasts fine 
reticular fibers appear which are later 
supplemented by wider adult collagenous 
fibers. 

Phagocytes invade the tissue and pro- 
liferate, and lymphocytes, polymorpho- 
nuclear cells, monocytes, eosinophils and 
plasma cells accumulate around small 
blood vessels and surround the area of 
greatest damage. 

The small blood vessels become more 
numerous in areas of most severe damage, 
but the lumina of the blood vessels fre- 
quently are plugged, and actual necrosis 
of arterioles may occur. 

Fibrinoid degeneration of the ground 
substance is another well-recognized 
pathologic change. Fibrinoid has gener- 
ally been described as a homogeneous, 
eosinophilic, refractile, relatively acellu- 
lar, bandlike structure which has some of 
the tinctorial properties of fibrin and is 
thought to result first from depolymeriza- 
tion of hyaluronic acid. Chemical anal- 
yses indicate that a protein is involved in 
its formation, that fibrinoid is probably 
distinct from collagen and fibrin and that 
the amorphous ground substance of con- 
nective tissue probably precipitates in its 
formation. 

Fibrinoid degeneration of the collagen 
in the walls of capillaries and the media 
of arterioles is said to be the carliest 
organic change and characteristic of 
connective tissue diseases, but it is not 
exclusive to these diseases. 

The pathologic features of connective 
tissue diseases, except for fibrinoid de- 
generation, are similar to the processes of 
wound healing, although this healing 
process is inordinately delayed or pro- 
longed, possibly due to stimulation of 
immune reactions. In the later stages of 
healing the inflammatory and vascular 
elements recede and the matrix shrinks, 
leaving a dense scar of collagen. 

Briefly, then, it may be said that con- 
nective tissue diseases are the pathologic 
result of necrosis of collagen, precipita- 
tion of ground substance, exudation of 
fibrin or some other factor in the blood 
or combinations of these various changes. 
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Pathogenesis’: * 


As is usual concerning diseases of 
unknown cause, theories of pathogenesis 
are numerous and varied. Thus viral 
infection, immunologic dysfunction, and 
metabolic, hormonal or stress factors, to 
name a few, have been suspected of being 
etiologic in connective tissue diseases. 

More information is needed concern- 
ing the nature and behavior of the tissues 
affected. Although it is evident that the 
connective tissue is the prime target of 
whatever the process is, it is as yet more 
appropriate to regard connective tissue 
diseases as affected by infection rather 
than caused by infection. No one pos- 
sible pathogenic mechanism is sufficiently 
probable that it should be considered to 
the exclusion of all others. 

Clinicians’ difficulties with connective 
tissue diseases may perhaps be attributed 
to attempts to apply concepts to clinical 
medicine that are still in the stage of 
investigation. But as Bauer® has so well 
stated recently, the clinician and the 
investigator are dependent on each other 
for important clues that may enhance the 
investigator’s search for basic knowledge 
and the clinician’s diagnostic and thera- 
peutic ability. 


Some Clinical Characteristics 
of Connective Tissue Diseases 


The category, connective tissue dis- 
orders, includes a variety — if not a 
changing group — of conditions about 
which definite disagreement may arise. 
Generally, the diseases included are 
periarteritis nodosa, rheumatic fever, 
rheumatoid arthritis, lupus erythema- 
tosus, scleroderma, dermatomyositis, and 
serum sickness.’ 5. 11,12 Also worthy 
of inclusion according to some authors 
are inflammatory ocular diseases, glom- 
erulonephritis, malignant nephrosclerosis 
with hypertension, anaphylactoid pur- 
pura, Léffler’s pneumonia, erythema 
nodosum, calcinosis universalis or cir- 
cumscripta, thromboangiitis obliterans, 
chronic ulcerative colitis, idiopathic 
thrombophlebitis, Wegener’s granuloma- 
tosis and other entities. 

This discussion arbitrarily will be 
limited to six conditions: periarteritis 
nodosa, rheumatic fever, rheumatoid 
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arthritis, lupus erythematosus, sclero- 
derma and dermatomyositis. 

A characteristic pathologic lesion gen- 
erally is ascribed to each of these six 
entities, but with increasing experience 
and study of connective tissue diseases, 
the specificity of the respective lesions is 
now being questioned because of their 
presence at times in patients with diseases 
other than the one for which the lesion 
had been considered pathognomonic. 
However, modern medical practice favors 
an attempt to distinguish these connective 
tissue diseases clinically as well as patho- 
logically whenever possible. Definite 
therapeutic and prognostic implications 
of importance justify this oftentimes 
difficult task. 

Relative Incidence. Because of differ- 
ing experiences it might be hard for 
different authors to agree on even such 
an apparently simple observation as the 
relative incidence of these connective 
tissue diseases. At the Mayo Clinic, in 
the last four years for which data are 
available (1955 through 1958), we have 
had more patients with rheumatoid 
arthritis than with any of the other five 
connective tissue diseases listed. Next 
most common but much less frequent 
was lupus erythematosus and least com- 
mon was periarteritis nodosa. 

About 73 of each 100 patients affected 
by the connective tissue diseases under 
consideration had rheumatoid arthritis; 
about 13 had lupus erythematosus, about 
five, scleroderma, about four, dermato- 
myositis, about three, rheumatic fever 
and about two, periarteritis nodosa. 

Based on this experience, rheumatoid 
arthritis occurred almost six times as 
frequently as lupus erythematosus and 
about 15 to 35 times as frequently as the 
other connective tissue diseases listed 
above. 

Analysis of the ratio of males to 
females shows a ratio of approximately 
two to three for rheumatoid arthritis as 
compared to approximately one to three 
for lupus erythematosus and scleroderma, 
approximately one to two for dermato- 
myositis and approximately one to one 
for rheumatic fever. Only in periarteritis 
nodosa with a ratio of approximately two 
to one was there a predominance in 
males. 
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In spite of wide scattering of ages of 
patients in all of these diseases, the 
average age was between 40 and 50 
years in all diseases except rheumatic 
fever in which the average age was much 
less, about 23 years. 

Visceral Involvement. Since involve- 
ment of multiple systems is common to 
all the connective tissue diseases, it is 
frequently necessary to assess critically 
all the evidence that can be mustered 
from clinical, laboratory and pathologic 
examinations and to recognize whatever 
selectively important information can be 
obtained, even though sometimes this is 
of only limited value. 

Serositis, usually with effusion, is 
found especially in the pleura, pericar- 
dium or peritoneum and is most likely 
to be associated with lupus erythematosus 
or rheumatic fever. It occurs only infre- 
quently in periarteritis nodosa, rheuma- 
toid arthritis or dermatomyositis and is 
not a recognized part of scleroderma. 

Pneumonitis is most common in lupus 
erythematosus and scleroderma and is 
somewhat less likely to occur in peri- 
arteritis nodosa or rheumatoid arthritis, 
although it is being recognized in these 
diseases more often now than formerly. 
Pneumonitis is uncommon in dermato- 
myositis and rheumatic fever. 

Myocarditis is, of course, most typical 
in rheumatic fever but may occur fre- 
quently in periarteritis nodosa or to a 
less extent in dermatomyositis or lupus 
erythematosus. It is mild and relatively 
uncommon in rheumatoid arthritis and 
scleroderma. 

Valvulitis also is most common in 
rheumatic fever, but it may occur in 
rheumatoid arthritis and occasionally 
in lupus erythematosus. It is, however, 
more evident pathologically than clini- 
cally in rheumatoid arthritis. It is 
unexpected in  periarteritis nodosa, 
scleroderma or dermatomyositis. 

Renal involvement occurs most typi- 
cally and most severely in periarteritis 
nodosa. It may also be a significant 
feature of lupus erythematosus. It is 
relatively infrequent and mild if present 
in rheumatic fever, rheumatoid arthritis, 
scleroderma or dermatomyositis. 

Elevation of Body Temperature. 
Careful records of the body temperature 
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of patients suspected of having a connec- 
tive tissue disease may provide informa- 
tion of some differential value. Fever 
occurs in all patients with rheumatic 
fever, periarteritis nodosa and lupus 
erythematosus and in almost all of those 
with dermatomyositis. It probably docs 
not occur in more than half of those 
with rheumatoid arthritis and is infre- 
quent in scleroderma. In general, the 
intensity of the fever parallels its relative 
incidence, but a fever of less than 100 F. 
is most likely to occur in dermatomyositis 
or rheumatoid arthritis although occa- 
sionally higher temperatures may be 
seen. Fever is absent or of low grade in 
scleroderma. 

Synovitis. The synovial membrane is 
often thought to be such a relatively 
simple type of mesenchymal tissue that 
it is capable of only limited reactions. 
But several signs can be of some differ- 
ential value in the synovitis of the various 
connective tissue diseases considered here. 

Clinically palpable synovitis is the sine 
qua non of rheumatoid arthritis, since it 
occurs in all patients. Synovitis is found 
somewhat less often but still is present in 
at least a half to three fourths of the 
patients with lupus erythematosus or 
acute rheumatic fever and is infrequent 
in dermatomyositis, scleroderma and peri- 
arteritis nodosa. 

Synovitis may be mild, moderate or 
moderately severe in either rheumatoid 
arthritis or lupus erythematosus; it is 
usually severe in rheumatic fever and is 
rather mild if present at all in sclero- 
derma, dermatomyositis and periarteritis 
nodosa. 

Chronicity of the synovitis — that is, 
synovitis lasting for more than two wecks 
— is most characteristic of rheumatoid 
arthritis. In lupus erythematosus there 
is considerable variability from no chron- 
icity to that approximating rheumatoid 
arthritis. Chronic synovitis does not occur 
in rheumatic fever and is inconspicuous 
in scleroderma, dermatomyositis and 
periarteritis nodosa. 

The number of joints affected varices 
but involvement of multiple joints is 
most characteristic of rheumatoid arth- 
ritis, and to a lesser extent is character- 
istic of lupus erythematosus and rheu- 
matic fever. The number of joints 
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affected in each of these generally is 
greater than the number affected in 
scleroderma, dermatomyositis or peri- 
arteritis nodosa. 

Residual disability from synovitis tends 
to parallel chronicity, being most typical 
in rheumatoid arthritis and lupus ery- 
thematosus and typically absent in rheu- 
matic fever, scleroderma, dermatomyositis 
and periarteritis nodosa. 

When the importance of synovitis is 
judged on the basis of the acuteness 
versus its other features, it is evident that 
severe synovitis is especially characteristic 
of rheumatic fever whereas the other 
features of synovitis are more typically 
characteristic of rheumatoid arthritis and 
lupus erythematosus than of rheumatic 
fever, and that synovitis is only of slight 
significance in scleroderma, dermatomyo- 
sitis or periarteritis nodosa. 

Involvement of Fibrous Tissue. Fibro- 
sitis, bursitis, tendinitis or capsulitis, or 
combinations thereof often accompany 
synovitis; nevertheless the presence of 
fibrositis has some differential value. 

When the inflammatory reaction is 
maximal in the fibrous tissue rather than 
in the muscle cells or blood vessels, the 
predominant symptoms are “gelling” or 
subjective stiffness with inactivity and 
limbering with moderate activity. These 
symptoms are relieved by the appropriate 
use of heat and salicylates and are known 
as the fibrositic syndrome. 


Fibrositic symptoms are most conspic- 
uous in such diseases as rheumatoid 
arthritis and scleroderma. When the 
inflammatory reaction is primarily in the 
muscle cells or blood vessels, the fibrositic 
symptoms are minimal even though the 
disease itself may be severe. 

When the fibrositic syndrome is pres- 
ent, evidence of the inflammation usually 
will be present on histologic examination 
of the affected tissue, but the symptoms 
may precede this finding. If the fibrositis 
is transitory or of short duration, histo- 
logic examination may be normal. 

The fibrositic component is most fre- 
quent in rheumatoid arthritis and sclero- 
derma, occurring in almost all of the 
patients with these diseases, and in a 
half to three-fourths of the patients 
with lupus erythematosus and rheumatic 
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fever, but in only half or less of the 
patients with periarteritis nodosa or 
dermatomyositis. 

Fibrositic episodes may be acute and 
transitory (one to two weeks or usually 
less), or persistent or recurrent to the 
point of being almost chronic. Acute, 
transitory flares occur most often in acute 
rheumatic fever as a part of the migratory 
arthralgia, although they may be over- 
shadowed by other more generally recog- 
nized features of this disease. The in- 
cidence of transitory, acute fibrositic 
flares varies. They may not occur or they 
may occur in half to three-fourths of the 
patients with rheumatoid arthritis, lupus 
erythematosus or scleroderma and they 
are rather infrequent in_periarteritis 
nodosa or dermatomyositis. 

Persistent fibrositic symptoms are a 
major part of the symptomatology of 
rheumatoid arthritis and scleroderma, are 
mild to moderate in lupus erythematosus 
and periarteritis nodosa, are slight in 
dermatomyositis and are least prominent 
in rheumatic fever. Persistence of chron- 
icity of fibrositic symptoms in involved 
areas is encountered most often in rheu- 
matoid arthritis, scleroderma and derma- 
tomyositis. Chronicity is variable but it 
may be significant in lupus erythematosus ; 
it occurs less often in periarteritis nodosa 
and is uncommon in rheumatic fever. 

Residual disability from fibrositis is 
recognized chiefly by fibrosis or fibrous 
contractures. This is encountered most 
often in scleroderma, occurring to some 
degree in all patients. Fibrosis is next 
most common in rheumatoid arthritis 
and dermatomyositis, and occurs occa- 
sionally in lupus erythematosus. It is 
not a feature of rheumatic fever or peri- 
arteritis nodosa. 


Skeletal Myositis. Inflammation of 
the skeletal muscle or skeletal myositis is 
distinguished from fibrositis and also 
from myopathy which is not necessarily 
the result of myositis. 


Myositis occurs in all patients with 
dermatomyositis and in most of those 
with scleroderma and periarteritis nodosa. 
It is found in a fourth or less of patients 
with rheumatoid arthritis and lupus 
erythematosus. 
rheumatic fever. 


It is not recognized in 
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Myositis is variable in degree, but the 
greatest severity is anticipated in derma- 
tomyositis. This is in contrast to the 
definitely lesser severity in scleroderma 
and periarteritis nodosa. Skeletal myo- 
sitis is mild in rheumatoid arthritis 
and lupus erythematosus and absent in 
rheumatic fever. 

Residual of myositis is manifested by 
degeneration of muscle cells with scar- 
ring, not just by muscle atrophy per se, 
but resultant disability in affected areas 
is usual. This is a constant sequel in 
dermatomyositis, although it is not al- 
ways severe, and it occurs to a variable 
degree in most patients with scleroderma. 
It is insignificant or absent in periarteritis 
nodosa, rheumatoid arthritis, lupus ery- 
thematosus and rheumatic fever. Resid- 
ual of myositis must be differentiated 
from the muscle atrophy due to articular 
damage, disuse or factors other than 
actual myositis. 

Involvement of Skin. Involvement of 
the skin in connective tissue diseases is 
either diagnostic or nondiagnostic or 
nonspecific in nature. Cutaneous changes 
of both types are most frequent in sclero- 
derma, dermatomyositis and lupus ery- 
thematosus. The diagnostic dermal re- 
actions occur in all patients with sclero- 
derma and in half to all of those with 
dermatomyositis and lupus erythematosus. 
Occasionally diagnostic periarteritis no- 
dosa of the skin is recognized, but 
dermatitis is not characteristic in rheu- 
matoid arthritis or rheumatic fever 
(despite the listing of erythema margina- 
tum as one of the usual criteria for 
diagnosis of rheumatic fever). 

Nonspecific erythema or dermatitis of 
various types may occasionally occur in 
any of the connective tissue diseases. 
They are more likely in dermatomyositis 
and lupus erythematosus, but are usually 
transient and relatively minor aspects of 
the disease. 


In scleroderma or dermatomyositis 
cutaneous or subcutaneous nodules are 


usually deposits of calcium. In lupus 
erythematosus nodules which are in- 
distinguishable from the subcutaneous 
nodule of rheumatoid arthritis do occur. 
In periarteritis nodosa the nodules are 
vascular (and much more rarely found 
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than the name would suggest). In 
rheumatic fever fibrous nodules are found 
occasionally in the subcutaneous tissue. 
When typical, they can be differentiated 
from those of rheumatoid arthritis or 
lupus erythematosus, although differen- 
tiation is not always easy. 


Raynaud’s Phenomenon. Raynaud's 
phenomenon occurs most prominently, 
most typically and most severely in 
scleroderma; it is present in about a half 
to three-fourths of such patients, and is 
much more frequent in females than in 
males. It is seen only infrequently in 
each of the other connective tissue dis- 
eases except rheumatic fever. Ulceration 
has some propensity for complicating 
Raynaud’s phenomenon in scleroderma. 


Peripheral Neuritis. Peripheral neu- 
ritis may result from several different 
causes but is most characteristically the 
result of the arteritis of periarteritis 
nodosa. An arteritis also may produce 
peripheral neuritis but to a lesser extent 
in rheumatoid arthritis. Peripheral neu- 
ritis is infrequent in lupus erythematosus, 
scleroderma and dermatomyositis. In 
rheumatoid arthritis it also may occur as 
a result of mechanical pressure on ex- 
posed or relatively exposed nerves such 
as the ulnar or peroneal nerves, or it may 
result from perineural fibrositis in ad- 
jacent nerve or tendon sheaths such as 
the median neuritis of the carpal tunnel 
syndrome. Mechanical pressure or in- 
flammatory reactions may occasionally 
produce peripheral neuritis in lupus 
erythematosus, scleroderma or dermato- 
myositis, but peripheral neuritis from any 
cause is not a recognized part of rheu- 
matic fever. ' 


Involvement of Central Nervous 
System. Involvement of the central 
nervous system by connective tissue dis- 
eases may take the form of encepha- 
lopathy, convulsions, agitated disorders, 
psychoses or cerebrovascular accidents. 


The manifestations of the central 
nervous system are most characteristic in 
lupus erythematosus or periarteritis no- 
dosa, but even in this disease they are 
relatively infrequent compared to involve- 
ment of other organs and systems. They 
are less frequent in rheumatic fever, rheu- 
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matoid arthritis and dermatomyositis 
and are not a feature of scleroderma. 

Severity and residual generally parallel 
relative frequency in this manifestation 
and vary from case to case. 

There are, of course, other clinical 
features of connective tissue diseases in 
addition to those included within the 
limits of this discussion. 

Hematologic Abnormalities. Clinical 
observations in the differential diagnosis 
of connective tissue diseases are impor- 
tant and helpful and should be stressed, 
but certain laboratory data may be 
helpful also, chiefly information about 
hematologic abnormalities, some of which 
are listed below. 

The concentration of hemoglobin is 
generally normal or low in rheumatoid 
arthritis or lupus erythematosus. The 
leukocyte count is typically, but not 
constantly, low in lupus erythematosus 
and high in periarteritis nodosa and 
rheumatic fever. Mild variations in either 
direction occur in rheumatoid arthritis 
or dermatomyositis, whereas a normal 
leukocyte count is the rule in sclero- 
derma. 

Eosinophilia occurs most often in peri- 
arteritis nodosa and dermatomyositis and 
occasionally in lupus erythematosus. 

The erythrocytic sedimentation rate 
generally is high in connective tissue 
diseases, being generally highest (more 
than 80 mm. in one hour, Westergren) 
in rheumatic fever and periarteritis no- 
dosa. High values (more than 60 mm.) 
may occur in lupus erythematosus an 
rheumatoid arthritis but a normal rate 
or a slight increase is occasionally found 
in the early stages of rheumatoid arth- 
ritis and paradoxically in lupus erythe- 
matosus and periarteritis nodosa when 
the patient may be severely ill. Slight 
elevations (to less than 40 mm.) usually 
are seen in dermatomyositis and sclero- 
derma, although in the latter, occasionally 
the sedimentation rate may be high. 

Lupus erythematosus cells occur in all 
or most of the patients with lupus ery- 
thematosus but may not warrant stress 
as a pathognomonic finding which they 
sometimes receive. These cells are found 
in 5 per cent of patients with rheumatoid 
arthritis," are rarely found in_peri- 
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arteritis nodosa and dermatomyositis, and 
are not found in scleroderma and rheu- 
matic fever. 

Reversal of the albumin-globulin ratio 
occurs most prominently in lupus ery- 
thematosus, is frequent in periartecritis 
nodosa and is present occasionally in 
rheumatoid arthritis, rheumatic fever, 
dermatomyositis and _ scleroderma. 
Studies of electrophoretic patterns of 
serum proteins show various alterations, 
usually increases, in alpha-1, alpha-2, 
beta or gamma globulin. However, a 
diagnostic pattern for each connective 
tissue disease is not known as yet and 
now appears unlikely. 

The rheumatoid factor which is 
thought to be as specific for rheumatoid 
arthritis as the lupus erythematosus cell 
is for lupus erythematosus is seen only 
rarely if at all in the other connective 
tissue diseases. The reason for this is 
not known as yet, but again it may be 
misleading to substitute this finding or 
the result of any other laboratory test 
for careful consideration of clinical data. 

Biologically false positive serologic re- 
actions are more characteristic of lupus 
erythematosus than of the other connec- 
tive tissue diseases but are nonetheless 
only infrequent in this disease. Although 
false positive serologic reactions may 
occur in rheumatoid arthritis, dermato- 
myositis or scleroderma, they are even 
less frequent than in lupus erythematosus, 
and they are not expected in periarteritis 
nodosa and rheumatic fever. 


Use of Adrenocortical Steroids 
in Connective Tissue Diseases 


The different treatments of connective 
tissue diseases are one of the reasons for 
making a serious attempt at differential 
diagnosis. This is especially evident in 
adrenal steroid therapy. 

Steroid therapy is especially indicated 
for periarteritis nodosa and rheumatic 
fever, and high dosages generally are 
used for relatively short periods. In lupus 
erythematosus and dermatomyositis ster- 
oids are best adapted to control of flares 
or crises in which instances high dosages 
may be needed; intermittent treatment is 
preferable to long-term therapy, however. 
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Steroids are not needed for all patients 
with rheumatoid arthritis, but when used, 
low dosage is preferred because pro- 
longed treatment generally is required. 
Steroids are rarely indicated and are of 
limited value in scleroderma. However, 
future improvements may alter present 
opinions regarding use of adrenal steroids 
in each of the connective tissue diseases. 


Prognosis 


The value of differential diagnosis in 
connective tissue diseases is reflected not 
only in differences in therapy of the 
various diseases but also in the varying 
prognosis of the conditions. 

The greatest tendency to remission 
occurs in rheumatic fever and to a less 
but important degree in dermatomyositis 
and lupus erythematosus. Rheumatoid 
arthritis is also potentially reversible. 
Remissions occur only infrequently in 
periarteritis nodosa or scleroderma. 

Morbidity is greatest in scleroderma, 
periarteritis nodosa, lupus erythematosus 
and dermatomyositis and is much less in 
rheumatoid arthritis and least in rheu- 
matic fever. 

Mortality from connective tissue dis- 
eases is greatest in periarteritis. nodosa 
and lupus erythematosus. It is somewhat 
less but still may occur in a half or more 
of the patients with dermatomyositis, 
scleroderma or rheumatic fever. Rheu- 
matoid arthritis has the least tendency to 
mortality. 


Summary 


The connective tissue diseases still 
present a real challenge to the clinician’s 
diagnostic and therapeutic abilities, but 
knowledge of the pathologic changes and 
physiologic aspects of connective tissue 
and careful attention to clinically recog- 
nized variations in the manifestations of 
connective tissue diseases can be helpful. 

Certain previously accepted concepts 
relating to connective tissue diseases are 
now being revised as a result of intensive 
clinical and laboratory studies. With 
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increased efforts to recognize and to dif- 
ferentiate the various connective tissuc 
diseases and treat them more appro- 
priately, it is likely that a more optimistic 
outlook will be justified. 
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Preliminary Report of Evaluating and Classifying 
the Vocational Potential of the Cerebral Palsied 


Otakar Machek, M.D. 


and 


Hardin A. Collins, M.A. 
St. Louis 


@ A medically supervised, vocational program of 16 
months duration, involving young adults with cerebral 
palsy, is being analyzed. The patients are classified 
into four categories. More than |00 patients are being 
screened. Manual dexterity, basic vocational tools and 
equipment, and basic academic skills are tested. Prac- 
tical conclusions are presented. 


In St. Louis the work of the Youth 
and Adult Center for the cerebral palsied 
was changed three years ago from a 
recreational to a vocational program. 
In making the change we soon recognized 
the difficulty of the problem and we 
share the conclusion of a 10 year study 
of the various types of disabilities ; it listed 
cerebral palsy cases at the bottom for 
vocational rehabilitation.' 

Although we wanted to analyze our 
cases and classify their potential for 
vocational rehabilitation our study was 
delayed by a lack of funds. 

Most programs in the past were 
restricted to physical therapy and surgery 
and were only for children. During the 
last few years more attention has been 
paid to the young adult. The experience 
of rehabilitation centers throughout the 
country shows the usual methods for 
determining vocational potential are 
not adequate for the cerebral palsied. 
They show much of what the individ- 
ual cannot do, and little of what he 
can do. When conventional tests are 
used the adaptations make the validity 
questionable. 

The Institute for the Crippled and 
Disabled in New York City pioneered 
and developed the work sample technic 
of determining vocational potential.” 
This technic for determining vocational 
potential tries the individual in a test 
situation which attempts to reproduce all 
pertinent job requirements. The test 
situation therefore, is likely to be a valid 
predictor of the ability to perform in the 
job area which it represents. In addition, 
this technic provides an opportunity to 
observe and evaluate the integration of 
the individual’s physical, mental and 


emotional makeup within a work en- 
vironment. In 1957 the federal govern- 
ment, in recognizing the unmet needs in 
cerebral palsy rehabilitation, made avail- 
able demonstration and research grants 
for establishing work classification and 
evaluation projects for the cerebral 
palsied.® A proposal of the previous 
year was submitted again and changed 
as required by the Federal Office of 
Vocational Rehabilitation. A Work Clas- 
sification and Evaluation Project was 
established at the Buder Youth and 
Adult Center. which is one of three 
cerebral palsy centers in St. Louis. 


Purpose 


The purpose of this project is to 
evaluate and classify the vocational po- 
tential of cerebral palsied adults. To 
show the vocational potential of the 
cerebral palsied from a practical stand- 
point, it is based on more than one year’s 
experience of a continuous project. 


Description of Project 


All candidates for the project are 
evaluated by the physiatrist who serves 
as the medical supervisor of the project. 
The cases then are reviewed for admis- 
sion by a committee of members of the 
staff under the chairmanship of the 
project director. The criteria for admis- 
sion to the project is: 

1. There must be a specific diagnosis 

of brain damage which creates 
a vocational handicap. If there 
are seizures, they must be under 
control. 


Director of Physical Medicine and Rehabilita- 
tion, St. Louis University Group of Hospitals, and 
St. Louis University, Division of Health and Hos- 
pital Services. 

Coordinator, Youth and Adult Center, United 
Cerebral Palsy Association. 

This demonstration and research project was 
made possible by funds from the Federal and 
Missouri State Office of Vocational Rehabilitation. 
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There should be reasonable as- 
surance that the individual can 
function within the project en- 
vironment. 

There is no restriction as to the cause 
of the brain damage. All clients, how- 
ever, must be cases for diagnostic evalua- 
tion by a state vocational rehabilitation 
agency. 

The project lasts for seven weeks, five 
days a week from 9 a.m. to 3:00 p.m. 
The first week is spent in orientation, 
psychologic testing, speech evaluation 
and determining the basic manual dex- 
terity of the client. The client is evalu- 
ated by a team composed of an evaluator, 
an occupational therapist, a vocational 
counselor, a speech therapist and a 
physiatrist. As each group completes the 
evaluation another is ready for admis- 
sion. The cost of the evaluation program 
is met by the State Office of Vocational 
Rehabilitation. 

The basic areas of exploration are: 

1. Basic manual dexterity 

2. Basic vocational tools 

3. Basic vocational equipment 

4. Basic academic skills 

The basic manual dexterity items in- 
clude: placement of straight pins, plac- 
ing B.B. shot, sorting screws and etc. 
These tests are administered by the 
occupational therapist. These are grad- 
uated tasks leading to assembling items 
such as: fountain pens and flash lights. 

The basic vocational tools are: use of 
hammer, pencil, screw driver and scissors. 
Tests involving these tools are adminis- 
tered by the job sample evaluator. 

The basic vocational equipment in- 
cludes using such items as motor buffer, 
drill press, and sewing machine; these 
also are administered by the job sample 
evaluator. 

The basic academic skills are, of 
course, reading, writing, arithmetic, and 
handling money. This area is supervised 
by the vocational counselor. 

There are 77 job samples in 14 basic 
categories. They are expanded from basic 
to advanced areas’ where it would be 
possible to administer 171 different tests 
to each client. Some items are not ap- 
plicable to all clients. For example, tire 
changing would not be an indicated job 
for girls. 


Discussion 


Since April 1, 1958, a total of 102 
clients have been screened for possible 
admission to the project. Only 46 were 
considered to have vocational potential 
on initial screening. Of the 46 that were 
submitted to the Admission Committec, 
39 were approved for admission. The 
other seven were felt to be at their 
maximum level of rehabilitation. Out of 
these, 29 have completed the program. 
All clients periodically are reviewed in 
staff meetings with the staff reports based 
on actual accomplishments. The clients’ 
performance is based on the quality and 
quantity of the work. 


Our analysis is based on the 29 clients 
completing the program. There were 
more quadriplegics than any other dis- 
ability. Speech was involved in 66 
per cent of the cases. There was a severe 
speech involvement in 37 per cent of the 
cases. The appearance of normalcy and 
neatness which is important for voca- 
tional placement was poor in 72 per cent 
of the cases. This was changed to 50 
per cent of the cases by our program. 
The average age was 25; there were nine 
females and 20 males. All but 7 per cent 
were ambulatory without assistance and 
76 per cent of the cases had a noticeable 
gait disorder. 


The clients are put in four classifica- 
tions: 


I. The individual is ready for direct 
placement in a given type of job 
as shown by performance. 


II. The individual is recommended 
for training in a specific job area 
as shown by performance. 


The individual is recommended 
as having sheltered workshop po- 
tential at the time of the evalua- 
tion. 


IV. The individual at this time is not 
feasible for vocational rehabilita- 
tion. 

Analyzing the performance of com- 
pleted cases, a wide range is noted in 
almost each category of testing (see 
tables 1-5). There is, however, a gather- 
ing of cases in the substandard area of 
performance for each of the job samples. 
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Statistical Information 


Table 1: Diagnosis 
9 Left Hemiplegia ... 3 
1 Right Hemiplegia .. 4 
1 Monoplegia ....... 1 
1 Paraplegia ........ 4 
0 Quadriplegia ...... 17 


Table 2: Speech 


Intelligible for prime vocational use ............ 10 


Intelligible but slightly awkward 


secondary vocational use ..............++. 8 
Intelligible but awkward 


cues 
Unintelligible 


Our data suggests the most important 
prognostic factors are not I1.Q. and job 
sample performance. The psychosocial 
considerations such as emotional stability 
and motivation are of greater impor- 
tance. A patient’s low level of maturity, 
an inability to accept himself and an 
unrealistic attitude toward employment 
lowers his chances for vocational 
rehabilitation. 


Summary and Conclusions 


It seems the vocational potential in any 
realistic project is poor for the more 
severely involved cerebral palsied individ- 
ual. Only 24 per cent of our people 
could be placed. They hold such jobs as 
these: office clerk, newspaper vendor, 
occupational therapist aide, mail clerk, 
dry cleaning routeman, packer and 
photo retoucher. Their salaries range 
from $15 to $50 a week. Even these may 
not hold the job under any unusual 
circumstances. The great majority of 
these people appears able to be pro- 
ductive only in a sheltered sympathetic 
environment. 

Clients with a high 1.Q. did not neces- 
sarily perform at a higher level than those 
with a lower I.Q. With our people there 
is not a correlation between I.Q. level 
and performance. In working with the 
cerebral palsied, stress should be placed 
on the “adequacy of the individual.” It 
is our feeling the important factor is 
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Table 3: Range of Intelligence 


Verbal Performance 
Scale Scaie Full Seale 
1.Q. f LQ. f f 
110-125 4 110-125 3 110-125 4 
95-109 13 95-109 5 95-109 4 
70- 94 7 70- 94 10 70- 94 11 
45- 69 4 45- 69 8 5- 69 6 
Range: 52-123 Range: 47-117 Range: 49-119 


Table 4: Previous Work Experience 


No previous work experience ................++ 19 


Table 5: Final Classification of Clients 


3 
9 


called “A.I.” It includes qualities per- 
taining to the practical application of his 
functional intelligence. The interference 
of his physical disability places limits on 
the utilization of his intelligence. Higher 
intelligence does not increase his voca- 
tional potential. For example, a genius 
without hand function or speech cannot 
utilize his vocational potential and would 
not be considered a vocationally adequate 
individual. 

In our program it appears as if those 
from smaller communities and those who 
had less agency exposure during child- 
hood do better and adjust more readily 
to the project. 


Out of 102 clients screened, 29 com- 
pleted the project; eleven were classified 
I, ready for placement; three were classi- 
fied II, recommended for training; six 
were classified III, having sheltered work- 
shop potential; nine were classified IV, 
having no vocational potential. 


Seven of those who were classified I 
were placed in employment. Problems 
of adjustment were significant. The most 
realistic goal for the majority of the 
cerebral palsy population appears to be a 
sheltered workshop. The tensions of com- 
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petitive employment seem to increase their 
musculo-skeletal and emotional defects. 
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VERY IMPORTANT 


The next examinations, written and oral, of the American 
Board of Physical Medicine and Rehabilitation will be held 
in New York City, June 24 and 25, 1961. The final date 
for submitting application is February 15, 1961. Write 
to the Secretary, Dr. Earl C. Elkins, 200 First Street S. W., 
Rochester, Minnesota, for application. 
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Use of Ultrasound in the Treatment of 
Pressure Sores in Patients 
with Spinal Cord Injury 


Boris J. Paul, M.D 
Carl W. Lofratta, M.D. 
A. Ray Dawson, M.D. 

Ellen Baab, R.P.T. 


and 


Florence Bullock, R.P.T. 
Richmond, Va. 


observations alone the authors 
therapy in pressure sores is 
congestion, cleansing necrotic 
aling with healthy, nonadherent 
skin approaching normal thickness. This was especially 
striking in areas directly over bony prominences such 
as the sacrum. It is probable that the effect of ultra- 
sound on membrane permeability and the size of the 
rotein molecule play a major role, aside from the 
ome od effect which, in this series, was most likely 
negligible. From clinical observations it would appear 
that a scientifically controlled study in this area would 
be richly rewarding. 

Along with urinary tract disorders, 
spasticity and contracture deformities, 
the pressure sore is recognized as one of 
the most serious and frequent complica- 
tions in the management of the patient 
with a spinal cord injury. Recent litera- 
ture’ reveals that the basic principles 
of prevention and treatment of this 
complication have become fairly well 
standardized and include nursing care, 
medical, surgical and physiatric meas- 
ures. It is not the purpose of this brief 
report to discuss these established prin- 
ciples but rather to report our early 
experience with the use of ultrasound, 
which we have found to be a safe and 
effective adjunct in the treatment of 
these lesions. We have been able to find 
only one other reference in the American 
literature to the use of this modality for 
this purpose.® 

During the past two years at the 
Veterans Administration (McGuire) 
Hospital, Richmond, Va., a paraplegic 
center with a cord injury service of 
approximately 182 beds, 23 cases of 
pressure sore received ultrasonic therapy. 
This modality was applied as an addition 
to the presently accepted treatment. At 
first, these cases were selected on the 
basis of their failure to show adequate 
response to the usual treatment methods. 
The sores had failed to heal or had 
failed to remain healed following other 
treatment modalities. This category con- 


@ Based on clinical 

believe that ultrasonic 
effective in 
areas and promoting he 


stitutes the bulk of the series cited here. 
As we gained experience with the technic, 
however, added ultrasound in the 
preparation of the ulcerated sites for 
plastic surgical intervention. We also 
used it in cases where there was clinical 
evidence of incipient skin breakdown, 
manifested by redness or blistering, with- 
out actual ulceration. 


we 


Technic 


The ultrasonic energy used in this 
study was supplied by a 10cm. round 
transducer head, applied with a con- 
stantly moving head either under water 
or with mineral oil coupling; the dosages 
were 1.0 watt per sq. cm. and 0.5 watt 
per sq. The time of 
each treatment varied from two to four 
minutes, depending on the area to be 
covered. Treatments were given three 
times a week for a total of six treatments 
a course; up to three courses were given 
with rest periods of one or two wecks 
between. 


cm., respectively. 


Results of Therapy 


Of the 23 patients treated with ultra- 
sound, 13 healed, five showed definite 
improvement but had not completely 
healed by the time treatment was dis- 
continued or this report was written; 
and five showed equivocal responses. Of 
the latter five cases, two had treatment 
interrupted to perform plastic surgery. 
Of the 13 patients with ulcer that healed, 
only one is known to have subsequently 
broken down, this breakdown occurring 
after two months, apparently due to 
friction from a lumbosacral belt. One of 
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the 13 patients who had previously 
healed without ultrasound and _ had 
later broken down seemed to respond 


much more rapidly and healed with . 


better skin when treated with ultrasound. 
The five patients who improved but did 
not heal at the time of this report (June 
17, 1959), all showed a cleaner, healthier 
base and a healthier looking tissue sur- 
rounding the ulcer itself. In none of the 
cases was any adverse effect noted. 

The following case history illustrates 
typical responses to therapy: G.H., a 
36-year-old male, was readmitted to this 
hospital on May 12, 1959, because of 
pressure sores over the left knee and left 
lateral malleolus. He had sustained in- 
jury to the cervical cord on July 5, 1947, 
in a diving accident, with resulting 
incomplete quadriplegia at the level of 
the seventh cervical vertebra. 

For 18 months before this admission, 
the patient had a pressure sore overlying 
the left patella which failed to heal 
despite treatment with hydrotherapy, 
ultraviolet, varidase ointment and baci- 
tracin ointment dressings, and a suppor- 
tive dietary regime. Several weeks before 
his admission, a second pressure sore 
developed over the left lateral malleolus. 
On May 20, 1959, ultrasonic therapy 
was added to the regime of varidase and 
bacitracin dressings. Treatment was 
given at an intensity of one watt/cm.? 
under water three times a week for six 
treatments. At the onset of ultrasonic 
therapy, the ulcer was approximately 
3cm. in diameter with a necrotic base, 
undermined edges and surrounded by 
purplish, congested adherent skin (fig. 
1). By May 29, 1959, the necrotic tissue 
had diminished and the surrounding skin 
was less congested (fig. 2). 

A second series of ultrasound was 
initiated on June 10. By June 26, the 
necrotic material had completely dis- 
appeared (fig. 3). The base of the ulcer 
was clean, pink and healthy in appear- 
ance and there were signs of epithelial- 
ization at the edges. The surrounding 
skin was pink, nonadherent, and showed 
good tissue turgor. The ulcer over the 
left lateral malleolus showed similar, 
although less striking, response. The 
patient still was under treatment at the 
time this was written. 


Comment 


Based on clinical observations alone, 
we are of the impression that ultrasonic 
therapy in pressure sores is markedly 
effective in relieving congestion, cleans- 
ing necrotic areas and promoting healing 
with healthy, nonadherent skin approach- 
ing normal thickness. This was cspe- 
cially striking in areas directly over bony 
prominences such as the sacrum. In our 
opinion, it is probable that the effect of 
ultrasound on membrane permeability 
and the size of the protein molecule play a 
major role, aside from the heating effect 
which, in our series, was most likely 
negligible. From our clinical observations 


Fig. 1 — May 20, 1959: large ulcer over the patellar 
crea prior to treat t with ultr d. Note 
necrotic exudate. discolored and congested surround- 
ing tissue and adherent skin ot margin of crater. 


Fig. 2 — May 29, 1959: ulcer responding to therapy 

with ch and healthier crater, signs of beginning 

granulation and skin approaching normal oppear- 
ance with early demorcation at margin. 
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Diagnostic Challenge of Back Pain 


Leonard Policoff, M.D. 
Albany, N. Y. 
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@ When patient esents 
with a primary complaint of back pain it is commonly 
assumed that the most likely etiological basis for the 
difficulty is # musculoskeletal disorder. In actuality 
even in those instances in which trauma to the muscu- 
loskeletal system is a known factor the symptoms are 
not always related. The human can mirror re- 
ferred pain from a diversity of other anatomical sources 
and etiologic agencies. Some of the more significant 
causes of back pain encountered in the course of « 
consulting practice in general hospitals during the past 
five years is reviewed and analyzed. Their 9 
to the physiatrist is self-evident, and this su 

cludes the physiatrist is the le 
assessing the true meaning 


The physiatrist occupies a pn oN 
strategic position in the evaluation of the 
ubiquitous symptom of back pain. A 
working knowledge of functional anat- 
omy, clinical neurology and internal med- 
icine are the daily stock-in-trade of the 
competent practitioner of our specialty, 
but to these must be added a high index 
of suspicion and a staunch refusal to ac- 
cept the obvious as necessarily correct. 

No group of symptoms is more vulner- 
able to misinterpretation than those we 
glibly label “back pain.” The diagnostic 
challenge they present often provides a 
severe test of clinical judgment. The 
basic problem here is the same as else- 
where in the practice of medicine. A 
physical treatment program based upon 
a presumptive etiology of back pain may 
not only fail of its therapeutic goal but 
also it may result in the exacerbation of 
an undiagnosed disease process. This is 
detrimental to the patient and to the 
standing of our own specialty. Despite 
the impatience of the referring physician 
for quick results, no treatment program 
may be undertaken until a definitive 
diagnosis has been made. The dangers 
inherent in any other approach have 
been demonstrated repeatedly to me dur- 
ing the past five years as director of a 
physical medicine service in a large gen- 
eral hospital. I am not concerned here 
with the more commonplace posttrau- 
matic pain syndromes, such as lumbo- 
sacral strain, herniated intervertebral 
disc, postural back strain and spondylo- 
listhesis, but rather those conditions 
which, although simulating a congenital 
or posttraumatic lesion, are actually on 
an entirely different pathologic basis. A 


strong word of caution is needed. Many 
patients who appear to be in the category 
of those who have a specific traumatic 
onset of back disorder actually are in an 
entirely different category. The wise 
physician will scrutinize carefully the his- 
tory of trauma and, while accepting it, 
make the necessary mental reservations to 
allow himself to avoid the unforgivable 
error of failing to find the real basis of 
the complaint. 


Confusing Problem 


Perhaps one of the most confusing 
diagnostic problems presented to the 
clinician is occlusive arterial disease. In 
arteriosclerosis obliterans of the ordinary 
type, involving the arterial segments be- 
tween the knee and the ankle, the classic 
history of intermittent claudication, pal- 
lor on elevation of the extremity, rubor 
on dependency, pre-gangrenous changes 
in the toes and the absence of arterial 
pulsations in the dorsalis pedis and pos- 
terior tibial regions—-as demonstrated by 
palpation or oscillometry — leaves little 
room for confusion. 

Unfortunately not all cases of arterio- 
sclerosis obliterans present themselves in 
such a neatly packaged syndrome. Oc- 
clusions in the femoral and iliac arteries, 
as well as the aorta itself forming the 
syndrome of Leriche,’ are not uncom- 
mon. The insidious onset of this 
syndrome may allow for grave diag- 
nostic confusion. Such patients may 
experience intermittent claudication in 
the thigh, the buttocks and the lower 
part of the back instead of in the calf as 
we normally anticipate. Even when pres- 
ent in the calf it may be associated with 
a similar pain in the buttock and thigh; 
it can be confused readily with pain of 
sciatic radiation such as occurs in the 
herniated intervertebral disc. The muscle 


Read at the Thirty-seventh Annual Session of 
the American Congress of Physical Medicine and 
Rehabilitation, Minneapolis, September 3, 1959. 

Associate Professor and Director of Subdepart- 
ment of Physical Medicine and Rehabilitation of 
Albany Medical College of Union University. 
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spasm which occurs with this syndrome 
similarly may be confused with the pro- 
tective muscle spasm resulting from a 
primary back disorder. Add to this the 
neuritis following the distribution of a 
peripheral trunk, the pre-trophic rest 
pain involving the digits of the affected 
foot and frequently the calf and the fre- 
quent development of muscular weakness 
and atrophy in the extremity,* and the 
possible diagnostic misinterpretation be- 
comes apparent. In the present era of 
diagnostic aortography and the possibility 
of restoration of peripheral circulation by 
aortic or femoral grafting, the alert clini- 
cian cannot afford to overlook this diag- 
nostic entity whenever he is presented 
with the onset of progressive back pain, 
with radiation into the extremities and 
with only a questionable history of 
trauma. Despite popular belief to the 
contrary, the presence of pedal pulses — 
either on finger palpation or by oscillo- 
metry — does not rule out the possibility 
that claudication may be the cause of the 
back and leg pain as a result of the occlu- 
sion of an iliac artery*® or, more rarely, 
coarction or occlusion of the aorta itself.‘ 
In any individual of middle age or older 
with a syndrome of undiagnosed back 
pain, vaguely suggestive of the pattern 
of discogenic disease or chronic lumbo- 
sacral strain without trauma, the possibil- 
ity of obstructive arterial disease of the 
aorta or iliac arteries must be seriously 
considered. The clinician will of course 
have exhausted the other possibilities, in- 
cluding routine roentgen studies and 
myelography, before he ventures into the 
more controversial field of aortography, 
but he should not lack the courage to do 
so when the indications are present. 


Uncommon Syndrome 


More uncommon than this, but still 
not rare, is the syndrome of dissecting 
aneurysm of the aorta which presents it- 
self only with the symptom of back pain. 
Classically this disorder has been de- 
scribed as occurring with a sudden pre- 
cordial pain radiating through to the 
upper dorsal spine and gradually pro- 
gressing down the back as the dissection 
occurs. However, in several cases which 
I have personally observed, the onset was 


ARCHIVES of PHYSICAL MEDICINE & REHABILITATION 


Oct., 1960 


sudden and dramatic while the individ- 
ual was attempting to lift a fairly heavy 
weight; it came as upper lumbar back 
pain with radiation into one or both 
lower extremities. The possibility of con- 
fusion with a traumatic back disorder is 
obvious under such circumstances. In 
two of these cases the associated finding 
of absent arterial pulsations in one lower 
extremity with no previous history of 
arterial disease suggested the diagnosis of 
dissecting aneurysm; this was confirmed 
on the operating table in one instance 
and at postmortem in the other. The pa- 
tient who was subjected to surgery sur- 
vived for two weeks but ultimately suc- 
cumbed to a rupture of the aorta. 

The description of the clinical entity 
of herniated intervertebral disc by Mixter 
and Barr® has too often provided the 
careless clinician with an excuse for diag- 
nostic superficiality. Even where the 
classic signs of low back pain are present 
— sciatic radiation increased by cough- 
ing, sneezing, or straining with dimin- 
ished knee or ankle reflexes and sensory 
disturbances of the involved dermatome 
— this still remains a syndrome and not 
in itself an automatic diagnostic label. 
The symptoms and signs which are pre- 
sented under these circumstances simply 
indicate the presence of an extra-dural, 
space-occupying lesion with secondary 
nerve root compression. The same find- 
ings may well be present in other extra- 
dural, space-filling lesions either of be- 
nign or malignant neoplastic origin. The 
failure to properly evaluate the presence 
of such a condition may result in incal- 
culable harm to the patient. A high in- 
dex of suspicion for the presence of a 
neoplasm must be maintained when the 
onset has been slow and not directly re- 
latable to a specific trauma, when the 
nerve root involvement spans more than 
one spinal segment, when the spinal fluid 
protein seems unusually elevated for the 
demonstrable degree of neurological in- 
volvement, and when the pain in the 
back or peripheral radiation is persistent 
while at rest and particularly at night. 
It is wise to continue to maintain such 
suspicions despite the report of negative 
myelography and to follow carefully such 
patients to detect the early development 
of progressive neurologic changes. The 
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ependymoma, originating in the filum 
terminale, and similar tumors of the 
cauda equina are most often confused 
with syndromes of musculoskleletal or- 
igin. By the time they have grown suffi- 
ciently large to produce nerve root com- 
pression, symptoms may be precipitated 
by any sudden straining movement result- 
ing in intractable pain very readily con- 
fused with discogenic disease or lumbo- 
sacral strain. One must not overlook the 
fact that intramedullary spinal cord tu- 
mors at any level within the spinal-cord 
may produce — by compression of the 
pain conducting fibers in the spinothala- 
mic tract—referral of pain to widespread 
peripheral areas far removed from the 
spinal cord segment which is the location 
of the lesion. In any case, then, in which 
a pain syndrome appears to be of nerve 
root origin, can be only poorly localized, 
and responds little or not at all to treat- 
ment by physical means, there is the pos- 
sibility that an intramedullary tumor 
exists. 


Bone Disorders 


No discussion of masquerading back 
pains could be complete without touch- 
ing on the metabolic bone disorders. It is 
a well known clinical fact that osteo- 
porosis may produce diffuse backache 
even where no compression fracture has 
occurred; this particular point needs 
little additional emphasis since osteo- 
porosis usually will be detected as part 
of a routine examination involving 
roentgen studies. However, two addi- 
tional conditions frequently plague the 
unwary clinician. These are the osteitis 
fibrosa cystica associated with hyperpara- 
thyroidism and the osteitis deformans of 
Paget. In hyperparathyroidism there are 
three classical groups of symptoms which 
are well known. These are due, first, to 
the excretion in the urine of pathologic 
amount of calcium and phosphorus; sec- 
ond, to the physiologic effect of hyper- 
calcemia and, third, to the impaired 
structural rigidity of the skeletal members 
themselves. We are here concerned pri- 
marily with the last group. Gutman and 
his co-workers® have shown that pain of 
skeletal origin in the lower extremities 
and the spine is common even without 


the pathologic fractures and bony deform- 
ities which will occur in an advanced 
example of the condition. The pain is 
the result of the structural instability of 
the involved bony members; it is intensi- 
fied by activity and by local pressure 
against bony prominences. The diagnosis 
becomes self-evident when bone cyst 
formation has occurred, when homogene- 
ous decalcification has become wide- 
spread, when spontancous fractures are 
apparent, and when renal disease and the 
other systemic symptoms of hypotonia, 
weakness and lassitude appear. Once 
pathologic fractures and skeletal distor- 
tion have made their appearance, it is a 
little late to correct the crippling effects 
of the disease and one can only hope to 
prevent further deterioration of function 
by proper treatment. When the clinician 
is faced with an obscure case of back and 
extremity pain, associated with systemic 
symptoms suggesting lassitude and weak- 
ness, he should do the necessary serum 
calcium, phosphate and phosphatase 
studies as well as, in equivocal cases, the 
study of the calcium-phosphorous bal- 
ance in terms of urinary excretion. The 
prevention of the deformities by the 
prompt correction of hyperparathyroid- 
ism is well worth the added time and 
effort in making the diagnosis. In Paget's 
disease again it has been shown that pain 
in the back, hip and extremities is the 
initial symptom in at least one-third of 
the cases reported and it occurs as a 
major subsequent symptom in more than 
two-thirds of all cases. Gutman and 
Kasabach have reported’ “the most com- 
mon first manifestation of the disease was 
pain in the region of bone involvement 
usually in the legs, lower back or hips. 
This was a dull ache, most frequently 
not sharply localized, usually worse after 
exercise and relieved by rest. Occasion- 
ally, the pain would occur at night. Vary- 
ing degrees of stiffness in the joints were 
commonly associated with pain. These 
complaints were generally considered 
‘rheumatic’ or ‘neuralgic’ and often dis- 
missed as due to ‘old age’.” The diagnosis 
in this condition of course depends upon 
the detection of significant changes on 
roentgen examination and the presence 
of marked elevation of the serum phos- 
phatase in the presence of normal con- 
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centrations of serum calcium and phos- 
phorous. As we all are aware, there is 
no specific treatment available for Paget’s 
disease. The importance of its diagnosis 
to the clinician, however, is that he does 
not subject the patient needlessly to ther- 
apeutic procedures which, if not harm- 
ful, are useless and which will tend to 
discredit the physician’s capabilities. 


More Possibilities 


It is essential in considering any source 
of back pain to realize the possibility of 
remote neoplasm. Metastatic bone dis- 
ease of diverse origin and cellular struc- 
ture may appear in many areas of the 
skeletal system. Particularly in early 
stages, this disease, in the spine, may 
be confused with diffuse osteoporotic 
changes. Even the presence of pathologic 
fractures is not distinguishing since they 
also occur in osteoporosis. 

Another situation, less commonly un- 
derstood, is that in which a patient has 
back pain, subsequently discovered to be 
from a retroperitoneal mass. This may 
be a lymphosarcoma, Hodgkins Disease, 
or even a hypernephroma. Many such 
individuals believe themselves to be in 
excellent health and complain of the on- 
set of back pain following a minor injury 
in lifting, twisting, or athletic activities. 
If no roentgen changes are available to 
help make such a diagnosis, the clinician 
is forced to rely upon the history, the 
presence of associated lymphadenopathy 
elsewhere in the body and often the pres- 
ence of a palpable spleen. In cases of 
obscure, deep seated low back pain, with 
apparently inconsequential trauma as the 
precipitating basis, the clinician should 
not hesitate to insist upon a biopsy of en- 
larged lymph nodes when present in the 
cervical, axillary or inguinal region as 
this probably will be the only definitive 
method of making a diagnosis. 

A much more obscure situation exists 
when multiple myeloma is present. Such 
patients also may consider themselves in 
robust good health and will have the on- 
set of acute back pain following relatively 
minor trauma. There is obviously no 
difficulty in establishing the diagnosis if 
the roentgen picture typical of myeloma 
is present, but often such back pain will 


occur before the typical punched out 
areas of the myeloma are detected in the 
bone and without the presence of patho- 
logic fracture. In one instance which I 
have seen during the past year, a 48-year- 
old male engaged in golfing suddenly de- 
veloped a pathologic fracture of the ninth 
left rib during the act of swinging 
through with his golf club. A radiologic 
examination revealed fracture of the rib 
which did not appear unusual. Approxi- 
mately two weeks later, while stepping 
from his car to the curb, the patient ex- 
perienced sudden severe pain in the mid- 
dorsal region of the spine. A roentgen 
examination revealed a minimal com- 
pression fracture with no other evidence 
of disease. The tentative diagnosis of 
multiple myeloma made at that time was 
confirmed by a sternal marrow aspiration 
smear. If the presence of multiple mye- 
loma is suspected, not only should a 
sternal marrow examination be performed 
but, even when this examination is nega- 
tive, further studies — including study of 
the marrow from the pelvic structures, 
particularly the ilium — must be under- 
taken. The urinary test for Bence-Jones 
protein is too equivocal to be made 
the basis for establishing or discrediting 
the diagnosis of myeloma. Carson and 
his co-workers® have pointed out that in 
myeloma the most prominent single 
symptom which forced the patient to 
seek medical aid was bone pain. It was 
not uncommon for patients to complain 
of pain in more than one area; the most 
frequent location was the back (70 per 
cent). Usually the lumbar area was 
affected, although the upper thoracic 
zones were frequently involved. Radiat- 
ing and wandering pain was a prominent 
feature. Most of these patients had 
lumbar or sacral lesions with pain radiat- 
ing to the hip and legs; some patients 
with dorsal vertebral lesions complained 
of pain radiating around the thorax. 
Many patients have bone pain for 6 to 
24 months before a pathologic fracture 
pin points the diagnostic problem. There 
is reasonable evidence that prompt and 
early treatment of myeloma, before bone 
destruction has become widespread, may 
be of value in prolonging life and cer- 
tainly is of help in diminishing the symp- 
tom of pain associated with the disease. 
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To avoid the possibility of making this 
an encyclopedic survey it is necessary to 
omit the vast subject of referred back 
pain on the basis of abdominopelvic dis- 
ease, but it should be apparent that the 
examination of the patient with a com- 
plaint of back pain and his complete 
work-up is a much more weighty task 
than many of us have considered it in 
daily practice. It must include at least 
the following studies: a roentgen exam- 
ination of the involved spinal segments, 
a rectal examination in the male and a 
pelvic examination in the female as well 
as a study of the peripheral vascular 
circulation, a precise analysis of the 
neurological factors present, the meta- 
bolic state of the skeletal system and the 
state of normalcy of the abdominopelvic 
structures. Without such careful study 
many difficult diagnostic situations mas- 
querading as the obvious will be com- 
pletely missed. 


Conclusions 


The symptom of low back pain is a 
treacherous one, subject to grave misin- 
terpretation. The wise clinician will not 
be misled by a suggestive history of 
trauma which may prove to have been 
only tangentially related. He will remain 
alert to the nuances of the history, the 
physical examination and the laboratory 
studies required to rule out back pain of 
vascular, neoplastic, metabolic or ab- 
dominopelvic origin. The diagnostic chal- 
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lenge of back pain can be met only by 
thoughtful scrutiny and evaluation. The 
physiatrist is, by virtue of the broad sweep 
of his training and clinical interest, the 
clinician most capable of assessing the 
true meaning of back pain. 
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Hospital-Centered Vocational Rehabilitation 
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@ A vocational rehabilitation unit, operating as an 
integral part of a department of physical medicine and 
rehabilitation in a suburban community hospital, is 
providing comprehensive rehabilitation, including the 
evaluation and training of patients in performing jobs 
in the hospital's operating departments. The project will 
Operate for three years. In the first 14 months, 91 
handicapped persons were referred. Fifty-one cases 
were closed, including 29 who went to work. 


This is a preliminary report on a 
Vocational Rehabilitation Service started 
in September, 1958, in a 240 bed com- 
munity hospital on Long Island. The 


New York City 


rehabilitation service for rheumatic dis- 
ease patients.’ Because the BACK TO 
WORK project is located in Manhattan, 
its services are not available to handi- 
capped residents of Long Island. With 
the aid of a grant from the Office of 
Vocational Rehabilitation, the VRS was 
established as a three-year experiment 


and demonstration. 


This paper was presented al a Seminar sponsored by the 
American Rehabilitation Foundation 


VRS was established to demonstrate that 
vocational rehabilitation can be provided 
to any suburban community whose hos- 
pital has a department of physical medi- 
cine and rehabilitation. ‘To the diagnostic, 
therapeutic and physical rehabilitation 
which such hospitals provide, the VRS 
has added vocational evaluation and 
training in the realistic setting of the 
hospital’s operating departments, and 
intensive placement services, thus form- 
ing a unified, comprehensive vocational 
rehabilitation service within the hospital. 


Background 


The Vocational Rehabilitation Service 
is operated by the Long Island Jewish 
Hospital and the New York State Chapter 
of the Arthritis and Rheumatism Founda- 
tion. The Hospital, which opened in 
1954, provides comprehensive medical 
care and rehabilitation service to Queens, 
Nassau and Suffolk Counties on Long 
Island. The Chapter has cooperated 
since 1953 with the Institute for the 
Crippled and Disabled in operating the 
BACK TO WORK project. a vocational 
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Organization 


The VRS functions in and is integrated 
with the hospital’s Department of Physi- 
cal Medicine and Rehabilitation. It is 
staffed by two vocational counselors 
one responsible for vocational evaluation, 
and the other for training and placement 

and a secretary-registrar. The Hospi- 
tal’s Director of Physical Medicine and 
Rehabilitation and the Chapter’s Medical 
Director supervise the VRS. The Hos- 
pital provides a medical and a psychiatric 
consultant and specialized medical, sur- 
gical and psychiatric services as required. 

In addition to the evaluations provided 
by the Physical Medicine and other hos- 
pital Departments, the VRS emphasizes 
the importance of on-the-job evaluation 
of work skills, on-the-job training and 

Read at the Regional Seminar sponsored by the 
American Rehabilitation Foundation, State Univer- 
sity of New York, School of Medicine, Downstate 
Medical Center, Brooklyn, New York, April 15-16, 
— the Department of Physical Medicine and 
Rehabilitation, Long Island Jewish Hospital, New 
Hyde Park: the Department of Rehabilitation Medi- 


cine, State University of New York, Downstate 
Medical Center, Brooklyn; and the New York State 


Chapter, Arthritis and Rheumatism Foundation, Inc. 

Supported in part by Grant 359, Office of Voca- 
tional Rehabilitation, Department of Health, Educa- 
tion and Welfare. 
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intensive placement aid in vocational 
rehabilitation. Its testing and training 
programs are based on the fact that 
hospital operation includes many trades 
and skills almost all of which have direct 
counterparts in the regular labor market. 


Method 


The Division of Vocational Rehabili- 
tation. By agreement, the Division of 
Vocational Rehabilitation purchases from 
the Hospital appropriate medical exam- 
inations, physical rehabilitation services 
and vocational evaluation, training and 
placement services for clients whom 
it refers to the VRS. The DVR also 
considers recommendations that it sponsor 
such services for clients referred to the 
VRS by other agencies. 

Criteria and Referrals. The VRS ac- 
cepts patients aged 16 to 65 who are not 
working because of a rheumatic disease 
or other physical illness or injury and who 
have actual or potential ability to use 
public transportation or otherwise get to 
and from a job. Referrals are made by 
the Hospital, by other hospitals and 


agencies, by private physicians or by 
the patients themselves. No charge is 
made to the patient for vocational 
rehabilitation. 


Medical Data, Evaluation and Treat- 
ment. Medical data are provided by the 
referring source, supplemented as needed 
by general and special examinations 
furnished by the various hospital services. 
The Physical Medicine and Rehabilita- 
tion Department evaluates the patient’s 
physical capacity and, when needed, pre- 
scribes and supervises treatment designed 
to increase his muscle strength, range of 
motion and capacity to perform the 
activities of daily living. 

For vocational purposes, the patient's 
physical capacity is described in terms of 
his limitations in three major functions: 
(1) hand and arm activities; (2) stand- 
ing, walking and climbing activities; and 
(3) lifting and carrying activities. Per- 
formance of these functions is classified 
as normal (including slightly restricted) , 
moderately, or severely restricted. The 
classification is based on the evaluation of 
the patient’s ability to perform and is 
unrelated to physical changes. For ex- 


ample, a patient with gross deformity 
may nonetheless perform one or another 
of these functions adequately. 


Vocational Evaluation. Vocational 
capacity is assessed in two ways: a pre- 
vocational evaluation, conducted in the 
VRS office, is followed by an on-the-job 
evaluation performed in the hospital’s 
operating and service departments. Both 
evaluations stress the performance of 
work tasks. 

Prevocational Evaluation. This in- 
cludes standard vocational aptitude tests 
such as reading, writing, arithmetic and 
work preference tests. In this stage the 
patient also is exposed to the performance 
of simple work tasks which are identical 
with parts of standard commercial or 
industrial jobs. These work tasks include, 
inter alia, mail sorting, alphabetizing and 
filing, order picking, simpie arithmetic 
and bookkeeping, typing, gross and fine 
assembly, foot stapler and sewing machine 
operation, simple carpentry, etc. 

A project counselor administers the 
tests and teaches the patient each work 
task, scoring his performance in terms of 
norms established for each test and task. 

The patients’ prevocational evaluation 
records are reviewed and their medical 
condition is discussed with the medical 
consultant and physiatrist so as to iden- 
tify the patients ready for further evalua- 
tion in the more demanding setting of 
the hospital’s operating departments. 

In-Hospital Evaluation. Before ac- 
cepting clients, the VRS staff discussed 
the project’s evaluation and training 
program with the heads of the hospital’s 
operating and service departments. The 
jobs regularly performed in these depart- 
ments were studied to determine: (a) 
their physical surroundings and the de- 
mands these made on the employee; (b) 
the jobs’ physical requirements — sitting, 
standing, reaching, lifting, grasping small 
objects, sorting, ete.; and (c) their re- 
quirements in terms of vocational skills. 
The jobs were analyzed into component 
work tasks which could be performed by 
project patients without interfering with 
the departments’ work. 

The department heads agreed to accept 
patients assigned by the project to prac- 
tice these work tasks as the next stage in 
vocational evaluation. Table 1 _ lists 


| 
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hospital departments accepting patients 
for in-hospital evaluation. 

Initially, the patient practices these 
hospital work tasks in the VRS office 
where the counselor can observe him 
closely. Once the counselor has made 
sure that the patient can perform five or 
six different tasks at an adequate operat- 
ing level the patient is assigned to 
perform the same tasks in the more 
realistic and demanding setting of the 
hospital department. 

During in-hospital evaluation, the pa- 
tients are supervised and their perform- 
ance evaluated by the VRS counselor, 
in cooperation with the department 
heads. 


Table 1: 21 Hospital Departments 
Accepting Patients for in-Hospital Evaluation 


Accounting Nursing Office 

Cafeteria Occupational Therapy Area 
Central Supply Out-Patient Dept. Office 
General Stores Pharmacy 

Gift Shop Print Shop 

Housekeeping Purchasing 

Library Sewing Room 

Linen Room Social Service Office 
Maintenance Switchboard 

Mail Room Visual Aids 


Medical Records 


Initially, it was suggested that the 
in-hospital evaluation and training pro- 
cedures might burden the department 
heads and interfere with regular hospital 
operations. These fears have not been 
realized. From the beginning, the needs 
and desires of each department were 
scrupulously consulted and the programs 
were started with cautious deliberation. 
The department heads have become 
sincerely interested and have cooperated 
cordially and effectively.” 


Training 


Patients who, upon completing in- 
hospital evaluation, are found to need 


Machine Operation 
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Table 2: In-Hospital Training Courses 
Stock, Supply and Shipping 


training for new trades or refresher 
courses on former jobs are then assigned 
to a hospital department for five-hour-a- 
day courses lasting from two to twelve 
weeks. In these training courses, instruc- 
tion is based on procedures grouped in 
units of increasing difficulty. The trainee 
is introduced to the simple tasks first; the 
complexity is increased as skill and 
familiarity are gained. A list of training 
courses is given in table 2. 


The Relation of Training 


and Placement 


In addition to the medical data, two 
vocational factors are weighed in helping 
a patient determine his job goal and the 
training program this entails: (1) his 
skills, aptitudes, experience and interests, 
and (2) the types of jobs available in 
his community. 

In order to get offers of jobs suited to 
its clients’ capacities the project counselors 
keep informed about the local labor mar- 
ket by correspondence, telephone and 
especially by field visits. In one six-month 
period, for example, the placement 
counselor visited 76 potential employers 
in the neighboring communities. On 
these visits the counselor described the 
project, asked the employer for notice of 
future job openings and carefully ex- 
plained the project’s policy of referring 
as job candidates only patients proved 
capable of performing the employer’s 
job in competition with the non-disabled 
worker.* In order to make referrals 
appropriate to each firm, the counselor 
studied the physical and vocational de- 
mands of the firm’s jobs during her visits 
and, when possible, obtained job samples. 
An assembly job donated by an electronics 
firm is currently used as a work task in 
prevocational evaluation. 


Service Clerical and Accounting 


Mimeograph Machine 


ontro 
Multilith Machine Linen Sorting, Storing, 
Distribution 


Addressograph Machine Central Supply Aide 
NCR No. 2000 Shipping and Receiving 


Bookkeeping Machine Mail Room 


haw Stock & Inventory 


Porter-Cleaner General Clerical 


Maintenance Man Accounts Receivable 


Cafeteria Counterman Credits and Collection 


Dishwashing (Machine) Cashier 
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The counselor tries to identify labor 
shortages as these develop so as to focus 
the project’s training activities in those 
directions. When a need for pantograph 
operators was found, a pantograph was 
purchased so that the patients’ ability to 
use this tool might be tested. Similarly, 
when a new accounting machine began 
to be installed by the hospital and by 
local firms, which then encountered dif- 
ficulty in hiring personnel skilled in its 
use, the project developed a training 
program in operating this machine and 
has already placed two trained clients. 


Results 


The Fourteen-Month Experience. 
Pending the completion of this three-year 
demonstration, this paper presents data 
on the first 14 months, October 1958 
through November 1959. 

Ninety-one cases were referred to the 
VRS during this period. On December 
1, 1959, 40 cases were active and 51 had 
been closed, including 29 who had gone 
to work. 

As shown in table 3, the hospital! itself 
referred 12 of the 51 cases, 22 being 
referred by the Division of Vocational 
Rehabilitation. Eight others were self- 
referred and nine were referred by a 
large city hospital, by private physicians 
and by the State Employment Service. 


The Patient Group 


Thirty-eight of the patients were males. 
As shown in table 4, 29 were aged 40 to 
59 at intake, 18 were between 20 and 39; 
three were under 20 and one was over 
60 years old. 

The patients had a variety of diagnoses, 
as shown in table 5. The two major 


Diagnoses 
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Table 3: Source of Referral — 51 Closed Cases 


Referred by: No. 

Division of Vocational Rehabilitation ....... 22 
Long Island Jewish Hospital ............... 12 
Queens General Hospital .................4.. 5 
N. Y. State Employment Service ........... 1 
51 


Table 4: Ages of Patients — 51 Closed Cases 


Went to Did not Go 
Ages Total Work te Work 
15-19 years .........+. 3 0 3 


13 
40-59 years ........... 29 16 13 
60 and over .......... 1 0 1 
51 29 22 


diagnostic groups were rheumatic dis- 
eases, and neurological disorders and 
cerebrovascular accidents. A number of 
patients had multiple diagnoses. 


Limitation of Function 


In 48 of the 51 cases, the limitations on 
the patients’ ability to perform the three 
major functions (hand and arm; stand- 
ing, walking and climbing; and lifting 
and carrying) were documented. Twenty- 
two patients had severe limitations in at 
least one major function and 21 were 
moderately limited. Five with slight or 
no physical limitations were perceptually 
or emotionally limited in their functional 
ability. 

As shown in table 6, 12 of the 22 
patients with severe handicaps and 13 of 
the 21 with moderate handicaps were 
placed at work. The difference between 
the two groups is too small to be 
significant. 


Did 
to 


Neurological Disorders and Cerebrovascular Accidents 


Cardiac Diseases ..... 


Orthopedic Disabilities 


Limited Vision or Hearing 


Miscellaneous Conditions ........- 


an 
A, 
A 
= 
j 
Table 5: Diagnoses — 51 Closed Cases ; oe 
Went to || not Go a 
16 7 9 
10 6 
....... 8 6 2 
: 
...... - 4 1 3 
....... 3 1 2 
= 
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Table 6: Limitations on Patients’ Ability to Function 
Went to Did not Go 


Limitations Total Work to Work 
Physical Limitations — 
22 12 10 
Perceptual or Emotional 
Limitations ......... § 3 


The time during which patients were 
in contact with the Vocational Rehabili- 
tation Service ranged from one month 
(in 11 cases) to 10 months in one case. 
Half the cases were closed within three 
months, the majority of these being pa- 
tients who did not go to work. Of the 


24 who remained in the program for 
over three months, 18 were placed on 
jobs. 


Table 7: Duration of Contact with 51 Closed Cases 
Went to Did not Go 


Duration Total Work to Work 
27 11 16 
4- 6 months ........... 12 9 
7-10 months ........... 12 “ 3 
51 29 22 


As shown in table 8, 39 of the patients 
had worked before they came to the 
project and 12 young adults and house- 
wives had had no significant employment 
experience. 

Table 8: Previous Work Experience 


— 51 Closed Cases 
Went to Did not Go 


Experience Total Work to Work 
With Prior 
Work Experience .... 39 26 13 
Without Prior 
Work Experience .... 12 3 4 
51 29 22 


While most of the formerly employed 
patients had worked on service or indus- 
trial jobs, as indicated in table 9, the 
variety of their prior employment was 
considerable, including law, manual labor, 
catering, mining, liquor sales and linotype 
operation among others. 

Twenty-five patients had been out of 
work at least one year, including five who 
had been unemployed for at least five 
years. Of the six patients on Welfare at 
intake, three went to work. 

Of the 29 patients who were placed on 
jobs, 17 made a major change in their 
occupation, as seen in table 10, such as 
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Table 9: Occupation Before Intake 
— 51 Closed Cases 
Went to Did not Go 
Occupation Total Work to Work 
Industrial ......... 10 9 1 
ance 7 4 3 


Professional and 
semi-professional .... 


Sales (2) and 
agriculture (1) 
Students . 


Housewives 


the manual laborer who became a hos- 
pital central supply aide and the cook 
who became an accounting machine 
operator. Among the 12 patients who 
found work in the general area of their 
previous experience were several who 
nonethless made quite a change, like the 
welder who became an assembler. 

As shown in table 10, 26 of the patients 
who were placed had had earlier work 
experience. Their old earnings had 
ranged from $40 to $100 a week, the 
median being $60. After vocational 
rehabilitation, however, their starting 
ranged from $40 to $78, the 
median being $50. As most of these 
patients were placed on jobs for which, 
though trained, they had no competitive 
experience, their lowered earning capacity 


wages 


was not surprising. 

The 22 patients who did not go to work 
included four men who initially declined 
help because of the project's inaccessi- 
bility, their own misapprehension about 
its services or their preference for other 
sources of aid. Two of these now are 
believed to be working. 

The records of the 18 patients who 
initially desired the project’s help were 
studied to identify the factors which de- 
termined the closing of each case. These 
findings are summarized in table 11. 

In nine cases (half this group) the 
character or severity of the patient’s 
illness either prevented his entering or 
required his withdrawal from rehabilita- 
tion. Whenever possible, the project 
gave other assistance it helped one 
patient apply for Aid to the Disabled 
and, in another case, attempted to obtain 
the sheltered work and psychiatric treat- 
ment required. 

Seven patients were insufficiently mo- 
tivated to go to work and withdrew from 


3 
Data Incomplete ...... 3 1 2 


VOCATIONAL REHAB — MANHEIMER, ect al 


Table 10: Occupation Before and After Rehabilitation 


After Rehabilitation 


Service 


Professional and 
Industrial Clerical Semi-Professional Sales 


Professional 
and Semi-Professional 


Students 


3° 2 
4 0 
1 


*Includes one placed in a sheltered workshop. 


some stage of rehabilitation. Sometimes 
the disinterest was expressed quickly, as 
when patients failed to come to appoint- 
ments or to reply to repeated communi- 
cations. In other cases, the patient 
maintained contact, participated in eval- 
uation or even completed training to the 
project’s satisfaction before withdrawing. 
But, in all cases, it became evident that, 
regardless of his physical condition, the 
patient lacked the motivation, the desire 
or the need to be self-supporting, which 
was necessary for him to go to work. 

Finally, two young men withdrew for 
reasons difficult to classify. Subsequently, 
it was reported that one had suffered 
serious intercurrent disease, while the 
other was believed to be working. 

Thus, of the 51 cases closed in this 14 
month period, nine failed to go to work 
because of their disease and seven for 
insufficient motivation. 


Conclusions 

Study and discussion of several aspects 
of this project necessarily are postponed 
to a later date, for instance the determi- 
nation of the patients’ ability to tolerate 
competitive work for substantial periods; 
analysis of the workloads carried by the 
counselors in their vocational, training 
and placement activities; costs per pa- 
tient; and so forth. However, the 
following preliminary conclusions seem 
justified : 


Table 11: 22 Patients Who Did Not Go to Work 


Declined Project’s Help 
after First Interview 


Desired Help 

Desired Project's Help —- Reason Closed: 
Severity of Disease 
Insufficient Motivation 


(1) that the number of handicapped 
persons in a large suburb who need com- 
prehensive rehabilitation is substantial ; 

(2) that a project of this type will 
receive case referrals from many sources, 
including the Division of Vocational 
Rehabilitation, the hospital, other com- 
munity agencies and individuals; 

(3) that using a hospital’s operating 
departments to evaluate and train voca- 
tional rehabilitation clients is feasible ad- 
ministratively and effective vocationally ; 

(4) that the jobs normally encountered 
in hospital operation are the counterparts 
of jobs in demand by that community’s 
labor market; and 

(5) that a substantial proportion of 
the patients referred can be returned to 
competitive employment. 


Summary 

A vocational rehabilitation unit, oper- 
ating as an integral part of a department 
of physical medicine and rehabilitation 
in a suburban community hospital, is 
providing comprehensive rehabilitation, 
including the evaluation and training of 
patients in performing jobs in the hospi- 
tal’s operating departments. The project 
will operate for three years. In the first 14 
months, 91 handicapped persons were 
referred to it. Fifty-one cases were closed, 
including 29 who went to work. 
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new apparatus 


Hydrotherapy Unit 


Ralph E. Worden, M.D. 
Los Angeles 


and 
James P. Zimmerman, B.S. 


@ The plans, management, and usage of a custom 
built hydrotherapy unit at Children’s Hospital, Columbus, 
Ohio, are discussed. This unit, consisting of three 
separate compartments and constructed of stainiess 
steel, has proved to have many distinct advantages 
over conventional hydrotherapy units and the usual 
floor level therapeutic swimming pool. 


Selected hydrotherapy procedures are 
valuable adjuncts in the treatment of 
many diseases and disabilities.'* Not 
only are the buoyant, thermal and cleans- 
ing properties of water useful, but also 
the motivational impact on the disabled 
person, through the mastering of swim- 
ming skills and being able to participate 
in recreational water activities should 
not be underestimated.*: * 

In an effort to save money and space 
and to combine the more useful aspects 
of the small tank and the larger pool, 
one of the authors, in collaboration with 
a builder of custom made swimming 
pools, designed a new hydrotherapy unit. 
Following is a description plus a report 
of three years’ experience in the use and 
maintenance of this unit at Children’s 
Hospital, Columbus, Ohio. 


Physical Plan 

The plans for this hydrotherapy unit 
are pictured in figures 1, 2 and 3. 
Salient features are the raised sides, 36 
inches above floor level, the three com- 
partments, the moveable hydraulic lift 
with jacks at intervals around the unit, 
(fig. 4), and the special equipment in 
the unit including a stainless steel chair, 
table, headrest and adjustable, moveable 
parallel bars. The water depth may vary 
from a few inches to four and one-half 
feet. The depth of the larger compart- 
ment (No. | in fig. 1), varies from three 
feet to four and one-half feet. 


Lorain, Ohio 
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The three compartments of this unit 
have separate temperature controls. 
Water temperature may be regulated to 
vary from tap water temperature (70- 
80 F.) to 110F. Each compartment 
has a separate water inlet and outlet. 
These two features allow for separation 
of patients with skin diseases, open sores 
or bowel and bladder incontinence, and 
for use of a variety of water temperatures, 
cleansing solutions and brine baths. 

The 36-inch height of the sides allows 
for easy transfer of severely disabled pa- 
tients from a cart into the water. It 
also allows easy access of the therapist to 
the patients, so that single patients may 
be treated in any of the compartments 
without the therapist entering the water. 
This has been particularly helpful in the 
scheduling of adult outpatients who re- 
ceive individual attention in compart- 
ment 1, since there is no loss of time by 
the therapist in preparing to enter and 
leave the water. The debilitating effect 
of being in warm water for long periods 
is avoided. 

The capacity is 7,500 gallons which 
is circulated every four hours through 
one or all three compartments and is 
filtered through diatomaceous earth. The 
economy of water and heating costs is 
obvious. In addition, time is saved in 
filling, cleaning and draining compart- 
ments 2 and 3. Four inch drains are 
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Fig. 1 — Top view of unit showing size and 

dimensions of three compartments. Compartment 

2 has a dept of four and one-half feet; compart- 
ment 3, two feet. 


SCALE : 1 in. = 4 Ht. 


Fig. 2 — Side view of unit showing relative dimensions of the compartments. 


Fig. 3 — Overall view of the unit. 
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Fig. 4 — Use of hydraulic lift for ease in putting 
patient into the unit. 


used. Rapid filling is provided by two 
means: one and three-fourths inch inlets, 
and special four inch shunts controlled 
by valves, which connect compartment 1 
with each of the smaller compartments. 
A record of the filling and draining time 
is as follows: 


Compartment 
2 


Filling time to 


treatment level 4 minutes 11% minutes 


Draining time 7% minutes 6 minutes 


Management 


Weekly cleaning of the filters is 
necessary. The procedure is to drain the 
filter tank, rinse the sides and nylon 
filters, refill and add new diatomaceous 
earth. This entire operation requires 
about 30 minutes. 

The bacteriolytic agent used is bromine 
in preference to chlorine, because it is 
less volatile at warm water temperatures 
(average temperature of compartments: 
1, 92F., 2 and 3, 95F. to 100F.). 
Bromine must be added twice daily. The 
bromine concentration should be held at 
a minimum of 0.6 parts per million and 
a maximum of 2.0 parts per million. 
With this regimen the water has re- 
mained crystal clear. Bacterial cultures 
of water samples taken 20 hours after 
patient usage have shown no growth. 
The pH usually remains in a range of 
7.6 to 7.8. In actual practice we have 
found that a bromine concentration as 
high as 3.0 parts per million and a pH 
of 8.0 are tolerated well by both patients 
and therapists. 


The unit is constructed entirely of 
stainless steel. This gives a favorable 
appearance, provides the best possible 
sanitation, and needs little maintenance. 
Despite stainless steel’s high initial cost,* 
it does not seem excessive when one con- 
siders its adaptability in this unit and 
the low cost of maintenance. 


Uses 


This hydrotherapy unit has proven as 
adaptable as was hoped. The large 
12 x 20 foot compartment is excellent for 
all types of pool therapy. Several patients 
may be treated concurrently by one 
therapist, assisted by an attendant. Non- 
swimmers can wear vest-type kapok life 
jackets when not receiving individual 
attention. These jackets are used for 
expediting treatment procedures and are 
not used to teach swimming skills. Ex- 
ercises may be given on floats or on 
the submerged treatment table. Either 
parallel bar may be unhooked to allow 
maximum maneuverability in and out 
of the bars. 


Compartments 2 and 3 are adaptable 
to most of the uses of the standard 
Hubbard Tank. A portable agitator unit 
is used. Compartment 2, being deeper, 
is useful for walking patients. 

Among patients treated effectively in 
this unit are those with orthopedic con- 
ditions, including post-fractures, muscle 
transplants and hip surgery, numerous 
neurologic and neurosurgical conditions, 
including poliomyelitis, cord injury and 


*Less expensive laminated stainless steel is now 
available. 


454 
: 
i | 


disease, cerebral palsy, and brain injury, 
amputations, arthritis, burns and other 
skin lesions. Polio patients with respira- 
tory involvement are treated, even though 
they have an open tracheotomy or are 
unable to be free of respiratory aid (fig. 
5). The use of oral positive pressure 
from a hand bellows or a grounded elec- 
trical unit and a battery operated aspira- 
tor are all that is required for complete 
safety in this respect. 

In practice we have used the pool for 
the following procedures: heat before 
and during flexibility exercises; muscle 
re-education; gravity eliminated exer- 
cise; early standing and ambulation; 
active underwater exercise to increase 
the range of motion of post-operative, 
traumatized and arthritic joints, and the 
cleansing of burns, decubiti and a variety 
of skin conditions usually with the addi- 
tion of detergent and agitation to the 
water. Treatment time averages about 
30 minutes in the water for each patient. 
An average of between 15 and 25 patients 
are treated in the unit daily. 


Group recreational activities and the 
teaching of water skills have been stimu- 
lating and rewarding to the patients, to 
their parents or relatives, and to the 
staff. Special swimming classes for com- 
munity cerebral palsy groups have proved 
to be an excellent public relation ex- 
perience. Handicapped youngsters have 
learned to swim and have gained much 
in social and recreational values* with 
resultant good will for the hospital and 
the Division of Physical Medicine and 
Rehabilitation. 
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As expected, some minor improvements 
could be added to this first unit. A 
larger unit would allow greater numbers 
to be treated at one time. If longer, the 
slanted bottom of compartment 1 would 
have less incline, although this has not 
been a serious problem. Standing space 
for the therapist, between compartments 
2 and 3, would allow access to the pa- 
tient from three sides, making exercises 
more convenient. Other improvements 
would include concealing the water in- 
lets of compartments 2 and 3 within the 
walls. The ceiling should be higher than 
an ordinary room since the pool is 
elevated. A low ceiling over any pool 
tends to restrict recreational activities. 
Also, it would be wise to have the light 
source well protected and flush with the 
ceiling. Underwater lights would be 
helpful in providing better observation 
of underwater therapy. Adequate sound- 
proofing of the room is strongly urged. 
A method of controlling the humidity 
is important. Adequate and convenient 
dressing room space, for both men and 
women, and two toilet facilities within 
the unit, is desirable. 


Summary 


The plans, management, and usage of 
a custom built hydrotherapy unit at 
Children’s Hospital, Columbus, Ohio, are 
discussed. This unit, consisting of three 
separate compartments and constructed 
of stainless steel, has proved to have 
many distinct advantages over conven- 
tional hydrotherapy units and the usual 
floor level therapeutic swimming pool. 
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Information relative to securing reprints of this study may be had 
by checking the Reader Service column on page iv of this issue. 


NOTICE TO CONGRESS MEMBERS 


Please take notice that Section 3, Chapter 1, “Dues and Special Assessments” of the 


By-Laws as amended and published in the July, 1960 issue of the ARCHIVES reads 
in part as follows: “The annual dues which shall be due January 1 shall be in 
such sum as is set by the Board of Governors.” At the recent Board meeting held in 


Washington, the following applies: 


Dues for 1961 — 


Active Members Thirty-five Dollars ($35.00) 
Associate Members ................ Twenty-five Dollars ($25.00) i: 
Affiliate Members ..... Seventeen Dollars and fifty cents ($17.50) - 


(or one-half of annual dues required of active members) 


An explanatory letter is being sent to each member by the President. 
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editorial 


Use aud pAbuse of Serutces 
of the Executive Office 


In recent years, there has been a marked increase in requests by various 
committees of the American Congress/American Academy of Physical Medicine and 
Rehabilitation for secretarial and clerical assistance from the Executive Office in 
carrying out projects originating in these committees. 


Accordingly, the Board of Governors of the American Congress of Physical 
Medicine and Rehabilitation decided on the following action: that a notice be 
prepared and published in the ARCHIVES reminding our members that the acceptance 
of an appointment, either as chairman or as a member of a committee, includes 
acceptance of responsibility by the individual for provision of whatever clerical 
assistance or secretarial services that are deemed necessary. In the future, requests 
for such assistance must not be made of the Executive Office staff. If funds are 
necessary for carrying out the recommendations of a committee, a request must first 
be submitted to and approved by the Board of Governors of the respective organization 
before any money can be appropriated since such committee functions are not 
budgeted items. 


The cooperation of all committee members, particularly of the committee chairmen, 
is hereby respectfully requested. 


— Paul A. Nelson, M.D., Chairman 
Editorial Board 
Archives of Physical Medicine 
and Rehabilitation 
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book reviews 


KINESIOLOGY AND APPLIED ANAT- 
OMY. The Science of Human Movement. 
By Philip J. Rasch, Ph.D., and Roger K. 
Burke, Ph.D. Cloth. Price, $7.50. Pp. 456, 
with 226 illustrations. Lea & Febiger, Wash- 
ington Sq., Philadelphia 6, 1959. 


This is one of several new books which have 
come out recently on the subjects of func- 
tional anatomy, applied anatomy, kinesiology, 
and plain anatomy—in various combinations. 
The authors take an interesting and uncon- 
ventional approach. Their chapter on the his- 
tory of kinesiology is good reading, undoubt- 
edly authoritative, and interesting. The sec- 
tions on basic material of microstructure and 
biochemistry of muscle contraction are good 
as far as they go; they leave out much up-to- 
date material such as that in the recent mono- 
graphs by Eccles and by Szent-Gyorgyi. Refer- 
ence to the small motor system, for example, 
was not included. 

The main treatment of anatomy suffers 
from dryness and from repetitive display of 
illustrations taken from Gray’s Anatomy. If 
there are any inaccuracies in Gray’s Anatomy 
they would surely be perpetuated by the 
method of repeated copying. The final section 
on kinesiology of sports and posture is inter- 
esting and well organized for those interested. 


(Sedgwick Mead, M.D.) 


ELONGATION TREATMENT OF LOW 
BACK PAIN. By George H. Hassard, M.D., 
and Charles L. Redds, B.S., P.T. Cloth. Price, 
$4.50. Pp. 78, with illustrations. Charles C 
Thomas, Publisher, 301-327 
Ave., Springfield, Ill., 1960. 


E. Lawrence 


Dr. Hassard and Mr. Redds were asked by 
the Owens-Illinois Glass Company to take a 
positive approach and direct any action of 
any kind to solve the serious problem of low 
back pain. Previous to the writing of this book 
the program had been in effect for 15 months. 
Compensation statistics revealed that in the 
15 months prior to beginning the program 
$20,969.91 was paid out and 1,203 man-days 
were lost due to low back troubles. Since its 
inception $2,448.88 has been paid out and 
119 man days lost. 

The authors make prevention the basis for 
their treatment in this industrial setting. Em- 
ployees are trained in methods of lifting and 
programs of exercise are given which will 
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cause clongation of fibrous collagen tissues for 
release of fibrous contracture and hence allevi- 
ation of many of the stubborn backaches and 
peripheral nerve symptoms seen in practice 
Connective tissue clongative loosening can be 
capably administered by any registered nurse. 
This book is written primarily for therapists, 
nurses, coaches, industrialists and educators, 
as well as physicians. Anatomy, physiology 
and body mechanics are explained in very 
simple terms and the illustrations almost ex- 
plain the story without the text. The impor- 
tance of good mobility is well known, yet the 
opportunity for prevention of acute conditions 
by the principles outlined are seldom applied. 


This book should be in the hands of all 
individuals who are in any way responsible 
for the health of employees in’ industry. 


(Frances Baker, M.D.) 


BACK PAIN. Diagnosis and Treatment 
Using Manipulative Techniques. By John 
McM. Mennell, M.D. Cloth. Price, $9.50. Pp 
226, with illustrations. Little, Brown and 
Company, 34 Beacon St., Boston 6, 1960. 


It is not strange that Dr. Mennell should 
take such a keen interest in the treatment of 
conditions of joints by means of manipulation. 
His father has given this his deepest thought 
and consideration over many, many years and 
the author has made this problem the basis 
for most careful study. The book is well- 
planned to describe methods of diagnosis and 
of treatment. As nearly as one can, methods 
of examination and treatment are described, 
though the author makes clear that 
demonstration is of far greater value. Learn- 
ing such technics from the printed page is 
very difficult. This book should be a reference 
and even a textbook from which students 
may learn proper methods for obtaining in- 
formation by the history and by particular 
manipulative technics in‘making the diagnosis. 
Each movement of joint play is elicited by 
moving articular surface on the other, 
which is immobilized; this is one of the car- 
dinal rules of manipulative technic, be it a 
movement of clinical examination or a thera- 
peutic manipulation. The various reasons for 
joint dysfunction are discussed in detail: (1) 
loss of function in a synovial joint resulting 
from trauma (joint lock, subluxation or total 
dislocation); (2) trauma resulting in 
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one 


immo- 
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bilization of joints in plaster as part of frac- 
ture treatment, immobilization of the joint as 
the after-treatment of simple dislocation, and 
the presence of intra-articular adhesions fol- 
lowing the resolution of hemarthrosis or, if 
the joint has been infected, pyarthrosis; (3) 
dysfunction due to disuse, poor posture, ccn- 
genital anomalies and pre-existing disease. 
The author considers that manipulative ther- 
apy is more efficacious in the primary treat- 
ment of these conditions than is the routine 
program of exercise or injection or heat or 
combinations of these. The movements of ex- 
amination and therapeutic application are 
identical, except that in examination consider- 
able gentleness is employed in performing 
each movement and each movement is 
stopped as soon as the patient complains of 
pain; in therapeutic manipulation the move- 
ment is repeated to the point of pain and then 
a springing thrust is added which carries the 
movement through the point of pain to its 
normal limit. The importance of a thorough 
knowledge of normal joint play is emphasized 
and described for all joints of the spine. A 
very thorough description is given of all tests 
required for localization of the pathology. 
Therapeutic manipulative procedures are de- 
fined and illustrated. 

Following manipulative procedures Dr. 
Mennell emphasizes the importance of rest 
with movement. He advises a firm mattress 
and is opposed to the use of bed-boards or any 
fixed positions which traction might cause. 
He advises muscle setting exercises and passive 
exercises. This is rather surprising considering 
the type of condition which he is treating. 
He discusses fibrositis, contractures with the 
poor posture, anomalies, spondylitis. It is his 
feeling that the intervertebral disc and the 
ruptured nucleus pulposus is overemphasized. 
Spinal sprains due to the whiplash type of 
injury are discussed, and the very great im- 
portance of early treatment, with rest—since 
whether true joint dysfunction requiring ma- 
nipulation is present or not, a synovitis is al- 
most surc to be present and require treatment. 

Whether one is entirely in agreement with 
Dr. Mennell or not, this book is well and 
logically written. Functional anatomy is ex- 
plained and is the basis for the diagnosis and 
the treatment. Anyone treating conditions of 
the back should give it careful study. (Frances 
Baker, M.D.) 


THE NATURAL HISTORY OF CERE- 
BRAL PALSY. By Bronson Crothers, M.D., 
and Richmond S. Paine, M.D. Cloth. Price, 
$6.75. Pp. 299, with illustrations. Harvard 
University Press, Cambridge, 38, Mass., 1959. 


This volume represents the results of a 
comprehensive review of cases originally diag- 
nosed as cerebral palsy at the Children’s Hos- 
pital and Medical Center, Boston, during the 
past several decades. There is also a review 
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of the literature pertinent to each of the ma- 
jor categories discussed, prior to presentation 
of the authors’ data. 

There are cighteen chapters in all, begin- 
ning with a description of the investigative 
plan, followed by considerations of growth 
and development, examination of the child 
with cerebral palsy, comments on cerebral 
palsy clinics as they usually exist throughout 
the country, classification of cerebral palsy, 
discussion of several specific types of cerebral 
palsy, and concluding chapters devoted to in- 
telligence, life expectancy and employability, 
treatment of motor disabilities, education, 
emotional status, the effect of cerebral palsy 
on the family. The last chapter is devoted to 
general conclusions. 

The format of this reference work is excel- 
lent, the type large, and the chapters are logi- 
cally sub-divided, permitting casy and com- 
fortable reading. Many charts and tables are 
used to supplement the text and each is 
clearly defined and fulfills its purpose. The 
references are large in number but quite well 
selected, and the index is an important and 
valuable portion of a work such as this. 


To attempt to select highlights for com- 
ment or criticism would be entirely inappro- 
priate for this volume. Each paragraph con- 
tains a wealth of information, whether in re- 
viewing the literature or setting down the 
results of the authors’ survey. As one might 
expect from pursuing the chapter titles alone, 
nearly every clement of cerebral palsy is 
touched upon, and while naturally not in de- 
tail, nevertheless presents extremely valuable 
material. The excellent reference list sup- 
plies the source of additional information for 
the individual reader if desired. Throughout 
the entire book, this reviewer was impressed 
with a much needed and refreshing attitude 
toward cerebral palsy, and it seems that no 
other authorities are better prepared, follow- 
ing the exhaustive case review, to present this 
view than these authors. It is simply one of a 
common sense, logical approach to the over- 
all management of the cerebral palsy victim, 
recognizing all specialties and ancillary medi- 
cal groups, but urging a careful utilization of 
each after judicious consideration. 

This book is recommended without reserva- 
tion to all physicians and surgeons who par- 
ticipate in the management of cerebral palsy. 
While not all may agree with some of the 
conclusions, all will certainly profit by the 
contents. (F. E. V.) 


LEHRBUCH DER KRANKENGYMNAS- 
TIK. By Prof. Dr. K. Lindemann; Dr. H. 
Teirich-Leube, and Dr. W. Heipertz. Cloth. 
Price, 32 D.M. Pp. 328. Georg Thieme Ver- 
lag, 14a Stuttgart, Herdweg 63, Germany, 
1959. 


A prospectus accompanying this volume in- 
dicates that it is the first of a series of four 
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publications to be devoted to exercises for the 
sick and the handicapped. The second volume 
is to deal with human anatomy and particu- 
larly with nerves and blood vessels; the third, 
with therapeutic exercise in general surgery, 
traumatic surgery, orthopedics, physical medi- 
cine, gynecology, and obstetrics; the fourth, 
with therapeutic exercise in internal medicine, 
neurology, psychiatry, and pediatrics and with 
vocational and medicolegal aspects of the 
subject. 

In his introduction to the present volume, 
Lindemann defines the purpose of therapeutic 
exercise as the application of methodical 
exercise-movements and physical measures to 
aid in preventing, correcting, or ameliorating 
disease conditions in man. He notes that the 
central society of German corrective thera- 
pists, the “Krankengymnastik e. V.” has been 
recognized as an affiliate of the World Federa- 
tion for Physical Therapy. The following sec- 
tion reviews, within the space of 91 pages, 
the entire field of physiology as seen by the 
corrective therapist; it is difficult reading be- 
cause in such cramped space the author is 
often obliged to be content with allusions in- 
stead of explanations. The following 38 pages 
give a similar synopsis of pathology, especially 
diseases of the musculoskeletal system. Brief 
sections on first aid and bandaging and on 
the history of gymnastics are followed by sub- 
stantial sections of 53 pages on general prin- 
ciples of therapeutic exercise, 35 pages on 
technics, 9 pages on exercises in water, and 
52 pages on massage. There are bibliographies 
and a subject index. The book is beautifully 
illustrated, and the many diagrams and photo- 
graphs help to overcome the language barrier 


(F.T. J.,M.D.) 


BESCHAFTIGUNGSTHERAPIE. Einfuh- 
rung und Grundlagen. By Dr. G. Jentschura. 
Cloth. Price, 45 D.M. Pp. 299, with illustra- 
tions. Georg Thieme Verlag, 14a Stuttgart, 
Herdweg 63, Germany, 1959. 


The preface by K. Lindemann notes that 
the content of training courses for occupa- 
tional therapists has acquired substance as the 
result of an action of the government of lower 
Saxony whereby a state-recognized school was 
established in Hanover. This was followed by 
the building of schools in Berlin and Munich 
The present book is a response to the need 
for teaching materials. 

The first section of 53 pages, contributed 
by Eva-Maria Rudel, is a_ well-illustrated 
description of many of the activities usually 
seen in departments of occupational therapy, 
but closes with additional suggestions for facil- 
itating an invalid’s work at home and increas- 
ing his capacity for self-care. The author's 
own contribution is an 82-page chapter on 
occupational therapy applied in orthopedic 
and traumatic surgery, including arthritis, 
paralyses, amputations, and related handicaps. 
Other authors have contributed chapters on 
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the functional anatomy of various activities 
and the application of occupational therapy 
in tuberculosis and in psychiatry. This last 
section suffers from a sort of lofty vagueness, 
and the single page devoted to music, for 


example, scarcely hints at the amount of 
money now being spent for acoustical equip- 
ment in hospitals and the amount of practical 
experience that has accumulated. The under- 
lying philosophy, however, is well presented. 
In general the book is attractive and full of 
concrete suggestions. It closes with a good 
bibliography, a list of manufacturers of ap- 
paratus and materials, and a subject index. 


(Frederick T. Jung, M.D.) 


THE STORY OF DISSECTION. By Jack 
Kevorkian, M.D. Cloth. Price, $3.75. Pp. 80, 
with illustrations. Philosophical Library, Inc., 
15 E. 40th St., New York 16, 1959. 


This monograph reviews the history of the 
practice of the dissection of the human body 
for either anatomic or pathologic study. The 
author points out the chronologic association 
of the acceptability of this practice with 
periods of general enlightenment and intel- 
lectual progress. The book is illustrated with 
16 pictures of great anatomists, pathologists, 
and physicians of the past. Well written and 
nicely produced, it provides an interesting 
background for the attitudes and practices 
of dissection in this day. (G. Keith Stillwell, 
M.D.) 


ARTHRITIS: Medical Treatment and 
Home Care. By John H. Bland, M.D. Cloth. 
Price, $4.95. Pp. 208, with illustrations. The 
Macmillan Company, 60 Fifth Ave., 
York 11, 1960. 


New 


Dr. Bland has written this book primarily 
for the patient with arthritis. The language 
is easy to understand and yet scientific in 
content. He discusses the incidence and eco- 
nomic importance of arthritis, and compares 
its prevalence with other chronic diseases. 

Dr. Bland is Associate Professor of Clinical 
Medicine, University of Vermont College of 
Medicine. He has been interested in arthritis 
for many and recognize 
the need for educating the patient, not only 
in what medicine can do for him, but particu- 
larly in what he can do for himself and how 
the family take an active part in the 
rehabilitation of the patient 

The various forms of arthritis are described, 
not with the purpose of permitting the patient 
to make a diagnosis, but rather that the pa- 
tient may understand to a certain extent the 
big problem of the arthritides. He explains 
that progress. He 
describes the various forms of treatment which 
have been tried and discarded over the years, 
and the present forms of medication with 
their values and with their limitations. 
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Medication, however, plays a minor part 
in this book as compared with the great 
importance of rest and physical therapy, 
particularly as regards proper exercise. Neces- 
sary splinting and necessary orthopedic sur- 
gery have their place, but more than half 
of the book is devoted to the great need 
for rest, the very careful supervision of the 
physical therapeutic program, the very care- 
ful training which both the patient and mem- 
bers of his family must have in order to 
carry on a constant fight against deformity, 
a constant attempt to prevent atrophy, to 
improve the general physiology of the patient 
as a whole. 

The illustrations are most interesting and 
eye-catching. These are by George Daly. They 
are simple and informative, having to do with 
posture in many positions. Self-help devices 
are mentioned and well illustrated. An ap- 
pendix describes the major organizations de- 
voted to education, research and treatment 
throughout the country. 

This is an outstanding book describing ar- 
thritis in such a manner as to make the 
patient play an active part in his own re- 
habilitation. The physician can read this book 
gathering much information in the over-all 
care of the patient with rheumatism. Physi- 
cians can be most happy to recommend the 
book to their patients. (Frances Baker, M.D.) 


COLOR ATLAS AND MANAGEMENT 
OF VASCULAR DISEASE. By William T. 
Foley, M.D., and Irving S. Wright, M.D. 
Cloth. Price, $18.00. Pp. 170, with colored 
illustrations. Appleton-Century-Crofts, Inc., 
35 W. 32nd St., New York 1, 1959. 


The authors are to be congratulated for 
summarizing their extensive experience in the 
field of peripheral vascular diseases in such 
concise and clear-cut visual form. All cate- 
gories of peripheral vascular diseases are 
covered and illustrated by beautifully repro- 
duced color photographs of selected cases. 
The visual demonstration of these diseases adds 
greatly to the understanding of the basic diag- 
nostic features of vascular disease. 

Management of the various diseases is 
clearly and concisely outlined for quick refer- 
ence. Conservative measures are stressed. 

One could not agree with the statement 
that in the case of sudden embolization sur- 
gery must be employed within cight hours. 
The experience of many indicates that a 
successful embolectomy can be carried out 
up to 72 hours 

In the opinion of the reviewer the im- 
portance of angiography and arterial grafting 
is not adequately covered. This book is, how- 
ever, an excellent addition to the several 
books now covering the field of peripheral 
vascular disease and will be of great help not 
only to specialists in the field, but to students 
and general practitioners as well. 
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RECREATION ACTIVITIES FOR THE 
HANDICAPPED. By Frederick M. Chapman. 
Cloth, Price, $5.75. Pp. 309, with illustrations. 
The Ronald Press Company, 15 East 26th 
St., New York 10, 1960. 


This book fufills a long recognized need. 
Recreation as a therapeutic, and therefore, 
at times a medically prescribed activity, is a 
recognized phase of total rehabilitation. It 
can be of great value in hospitals, as well 
as in community programs, and for the 
homebound. Furthermore, active participa- 
tion whenever possible, rather than passive 
audio-visual passive (non-participating) pro- 
grams only, such as watching TV, movies, 
or plays, or listening to concerts, is unob- 
trusively stressed, even though audio-visual 
activities are one of the ten groups of activi- 
ties described. 


This is a very practical book which presents 
specific details, instructions and patterns for 
a well-rounded activity program for handi- 
capped persons of all ages and with all types 
of handicaps. It can be of assistance to physi- 
cians to give them a better understanding of 
prescribing recreational activities to their pa- 
tients, to teachers working with restricted 
groups, to families, and to volunteers offering 
assistance in recreational activities in hospitals 
or other institutions or in community pro- 
grams. While the use of volunteers in such 
programs is not particularly stressed, they 
will find it a valuable textbook and one 
which will answer many of the questions 
that volunteers who work with the handi- 
capped so frequently ask. 

The book is divided into two parts, fol- 
lowed by four excellent appendixes, an index 
of diagnostic groups, and a general index. 
Part I is titled “Program Leadership.” The 
handicapped in the community are defined 
as “any person whose vocational and daily 
activities are restricted or limited.” An in- 
sight into various types of, and reasons for, 
behavior problems is presented, with sug- 
gestions as to how these problems may be 
met in various situations. The reasons for 
recreation are discussed. A design for pro- 
gram planning, program content and leader- 
ship is presented. Six diagnostic groups for 
program planning are described. The six 
groups are: The Aged, Children, General 
Medical and Surgical Patients, the Mentally 
Retarded, Neuropsychiatric and Tubercular. 


Part II gives specific descriptions of activi- 
ties, divided into ten program areas. These 
areas of activities are: Arts and Crafts, Audio- 
Visual, Dance, Dramatics, Hobbies and Spe- 
cial Interests, Musical, Nature and Outing, 
Social Recreation, Special Events and Sports 
and Games. The diagnostic groups for each 
activity are specified for each program area. 
Of over 250 activities, an exact description 
of each is given, with instructions or dia- 
grams for use, description of equipment re- 
quired, or of other procedures or variations. 
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These activities are so well described that 
this section can be used as a complete text 
or reference book for practical application. 
Material has been assembled, and in such 
clear and concise form, that can only be 
found elsewhere or piecemeal in numerous 
other books, in individual volumes devoted 
individually to each of the 10 activity areas 
in most instances. 

Of the four appendixes, the first describes 
methods of finding the particular interests 
of the individual person. The second is a 
recreation calendar, of particular value for 
special events. Appendix 3 covers a wide list 
of supplemental references to supplement the 
ten program areas. Appendix 4 names firms 
and organizations for reference. There include 
organizations directly concerned with specific 
program areas or classification of handicapped, 
to the names and addresses of firms who supply 
specific equipment. 

The INDEX BY DIAGNOSTIC GROUPS 
lists those activities of the 250 which are 
particularly applicable to each of the six 
diagnostic groups. The activity and page 
reference where it is described is listed for 
each activity under each group. The general 
index is complete. 

The entire field of activities that can be 
performed by all types of handicapped per- 
sons has been adequately covered in a well- 
rounded, but concise manner. The material 
is easily understood by any interested person, 
is easy reading, and is a most practical text 
as well as reference book. It can be used by 
anyone who is engaged, or desirous of plan- 
zing on engaging in a recreation (activity) 
program for people of any age and with any 
kind of handicap, be it physical or mental. 
(Nila Kirkpatrick Covalt, M.D.) 


ESSENTIALS OF HEALTHIER LIV- 
ING. By Justus J. Schifferes, Ph.D. Cloth. 
Price, $5.50. Pp. 335, with illustrations. John 
Wiley & Sons, Inc., 440 Fourth Ave., New 
York, 1960. 


Dr. Schifferes is a health educator who has 
served as a teacher, editor and publisher. 
“Essentials of Healthier Living” is a second 
edition of “Healthier Living” which was pub- 
lished in 1954. It is really a new text that is 
shorter than its predecessor. 

The author states in his preface that this 
book was developed and written in accordance 
with the wishes expressed by 250 college in- 
structors from all parts of the United States. 
The book has wide scope and emphasizes 
fundamentals of many disciplines to discuss 
personal and community health. The author 
attempts to meet the needs and alert the in- 
terests of college students in the development 
of healthful habits based on latest and best 
factual information. There is a splendid orien- 
tation on the general subject matter and the 
text is then divided into the areas of personal 
health, education for family living, mental 
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health, personal and community health haz- 
ards and community health. The book has 
easily read type and numerous excellent pho- 
tographs and drawings, some of which are in 
color. 

The book represents skillful effort in re- 
ducing much information to a format that is 
well balanced and very well written. The 
teaching aids that are part of the text are 
excellent. The needs of college students in 
health education are handled in a superior 
manner in this textbook. (Charles D. Shields, 
M.D.) 


BIOCHEMICAL PREPARATIONS. Vol. 
7. Edited by Henry A. Lardy. Cloth. Price, 
$5.25. Pp. 102. John Wiley & Sons, Inc., 440 
Fourth Ave., New York 16, 1960. 


This volume continues in the same form 
and style of the earlier volumes of this useful 
series. The practice of having a cumulative 
subject index to all preparations given in pre- 
vious volumes has been continued as well as 
listing of compounds of biochemical interest 
presented in “Organic Syntheses.” 

Preparations are given for the following: 
N-acetylneuraminic acid, chemical and enzy- 
matic synthesis of adenosine di- and triphos- 
phates containing p™, B-aminoisobutyric acid, 
carbamy! phosphate, ( carnitine chlor- 
ide, cerebrosides, coproporphyrin III tetra- 
methyl ester, 6-deoxy-6-fluoro-D-glucose, dihy- 
droxyacetone phosphate, flavin adenine dinu- 
cleotide, D-fructose 1-phosphate (barium salt), 
3-hydroxy-L-kynurenine, hydroxypyruvic acid 
phosphate, methylmalonic semialdehyde, po- 
tassium dihydrogen L, (+) _ -isocitrate, 
S-palmityl coenzyme A, stearic acid, methyl 
stearate, stigmastcrol, tetrahydrofolic acid. 

This volume, like the first six of this series, 
will be extremely valuable to all workers in 
the many fields of biological research by pro- 
viding reliable methods for the preparation of 
compounds of biological interest. Methods are 
also given for establishing the purity of the 
final product, an invaluable chemical pro- 
cedure often overlooked in biological research. 
This book will probably have little usefulness 
to people not actively engaged in research 
since it presents only preparative methods for 
the above compounds. Thus, it probably 
would not serve as a reference aid for teach- 
ers or physicians. (Robert R. Smeby, Ph.D.) 


ANATOMY: Regional and Applied. 2nd 
Edition. By R. J. Last. Cloth. Price, $15.00. 
Pp. 741, with illustrations. Little, Brown & 
Company, 34 Beacon St., Buston 6, 1959. 


It is a great pleasure to receive and review 
this textbook, although the reviewer cannot 
pretend to have read it exhaustively. The 
arrangement of the material is by regions, 
favoring the needs of the student working 
with dissections or museum specimens: favor- 
ing also modern concepts of pedagogy. 
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BOOK REVIEWS 


The treatment is directive rather than en- 
cyclopedic; some readers might feel that the 
author has skimped on illustrations. However, 
it is not possible to present both a treatise and 
an atlas in the same volume. The drawings, 
some in color, and the photographs are of 
excellent quality. The text is as interesting 
as anatomical descriptions can expect to be, 
and are illuminated by the author’s manifest 
competence in both embryology and compara- 
tive anatomy. 

American readers will need to remember 
British deviations from the Berne Conven- 
tion. (A 1960 New York convention will 
again tackle the problem of intérnational ana- 
tomical nomenclature.) Those who have be- 
come familiar with and confident in sketch- 
ing J. J. Keegan’s plan of dermatome map- 
ping will disagree with the author’s presenta- 
tion of older schemes : 

In general the reader finds little with which 
to cavil and much to admire in this excellent 
textbook of anatomy. It is recommended. 


(Sedgwick Mead, M.D.) 


1959 INSTRUCTIONAL COURSE LEC- 
TURES OF AMERICAN ACADEMY OF 
ORTHOPAEDIC SURGEONS. Edited by 
Fred C. Reynolds, M.D. Cloth. Price, $16.00. 
Pp. 320, with illustrations. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 
3, 1959. 


Another noteworthy volume has been added 
to an already illustrious series. The material 
covered in this volume is of particular inter- 
est to the physiatrist. It is divided into seven 
parts: (1) symposium on injuries to athletes, 
(2) the hand, (3) the foot, (4) the knee, 
(5) the spine, (6) unequal extremities, osteo- 
myelitis, electromyography in orthopedic sur- 
gery and (7) fractures. 

In general, the papers are didactic in na- 
ture and well supplied with good illustrations. 
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The emphasis is primarily on orthopedic sur- 
gery in relation to the subjects listed. 

It is of interest to see that the symposium on 
injuries to athletes was given the opening 
position in this book. All the physicians par- 
ticipating presented sound approaches to the 
various injuries occurring in sports. Through- 
out this section, emphasis was placed on pre- 
vention of injuries and adequate and careful 
rehabilitation following injuries. 


J. V. Luck presented a new concept rela- 
tive to the pathogenesis and surgical manage- 
ment of Dupuytren’s contracture. D. C. Rior- 
dan gave a most instructive paper on the vari- 
ous approaches to surgery of the paralytic 
hand by means of tendon transplants. The 
problems of the industrial low-back cripple 
were presented. An _ extensive instructive 
article on principles and treatment of scoliosis 
is well presented and the principles of mobili- 
zation and fusion are discussed in detail. 


Of particular interest is the final symposium 
on the treatment of fresh fractures of the 
femoral neck with a prosthesis. Seven ortho- 
pedic surgeons took part in this symposium 
and, although varying points of view were 
presented, in general it appeared that this 
method of treating these fractures is gaining 
in favor in selected cases. It was interesting 
to note that only one member of the panel 
gave adequate emphasis to the importance of 
the exercise program in the postoperative 
phase of the patient's care. 


This book should provide a good basic ref- 
erence work for libraries in departments of 
physical medicine and rehabilitation. It would 
be of particular value to residents and fellows 
in physical medicine and rehabilitation who 
need a good up-to-date working knowledge of 
orthopedic surgery and of orthopedic surgical 
concepts and procedures. (Gordon M. Martin, 
M.D.) 
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A.M. A. ARCHIVES OF NEUROLOGY. Vol. 2, June 1960. 


© Neurogenic Muscular Atrophy Simulating Muscular Dystrophy. K. R. Magee, 
and R. N. DeJong. pp. 677-682. 


The authors present three cases of neurogenic muscular atrophy very similar to, if not, hered- 
itary proximal spinal muscular atrophy. All three are from the same family and include the 
40 year-old mother, a six year-old son, and a three year-old daughter. They deviate from the 
usual cases of hereditary proximal spinal muscular atrophy as described by Kugelberg, Welander 
and Wohlfart in several ways. The hereditary transmission seems to be a simple dominant, the 
deep tendon reflexes are not diminished, and the mother denies progression for a period of 37 
years. All three were diagnosed incorrectly as progressive muscular dystrophy. The importance 
of this error in the more grave prognosis of muscular dystrophy is obvious and the value of 
muscle biopsy and electromyography in diagnosis is stressed. The findings reported in hereditary 
proximal muscular atrophy include (1) onset of weakness in childhood or adolescence; (2) 
atrophy, hyporeflexia, and weakness predominantly affecting the proximal muscles; (3) very 
slow progression; (4) hereditary transmission as a non-sex-linked recessive, and (5) confirma- 
tion of the degenerative lower motor neuron disease by muscle biopsy and/or electromyography. 


Myoclonus. Aigner, R. B., and D. W. Mulder. p. 600. 


Neurologic amyotrophy of the lower limbs. Jolly, S. S., and A. Singh. p. 683. 


A.M. A. ARCHIVES OF PATHOLOGY. Vol. 69, June 1960. 


© Myocardial Infarction in Women. F. Goodale; W. A. Thomas, and R. M. O'Neal. 
pp. 599-664. 


Recent autopsy data obtained from three large, widely separated medical centers shows the 
incidence of fatal acute myocardial infarction is nearly identical in men and women over 50 
years of age, in contrast to the traditionall, prevailing opinion of up to a six to one prepond- 
erance of men over women with this disease. The cases include nearly 25 per cent of more 
than 13,000 autopsies. 


However the preponderance of men over women was twelve to one in entirely different kind 
of data collected from a group of patients under the age of 50, discharged alive from Barnes 
Hospital with the diagnosis of acute myocardial infarction. This excessive preponderance of 
men is ascribed to the greater clinical suspicion of the disease in men, whereas the opinion is 
set forth that many women under the age of fifty have not had the benefit of an accurate 
clinical diagnosis. The presence of more discrete hormonal differences or analogous factors in 
this younger group of patients was not mentioned as a possible or partial explanation for this 
significantly different sex incidence. 


© Occurrence of Osteoporosis in Mice with Muscular Dystrophy. V. Brat; R. Shull; 
R. B. Alfin-Slater, and B. H. Ershoff. pp. 649-653. 


Osteoporosis, premature closure of the epiphyses and loss of trabeculation were observed in the 
tibiae of 30 dystrophic mice from a mutant strain of “Mice 129", as compared to negative 
findings in normal litter mates, when examined at 12, 16, and 20 weeks of age. Other bones 
in these dystrophic mice were normal. 


The cause of these osteoporotic and other changes remains unknown, although bone atrophy 
from disuse was mentioned as a possible cause in the 16 and 20 week old mice. In the 12 
week old mice some of which walked about in a fairly normal manner at times, the bone 
atrophy was tentatively attributed to a reduced blood supply notable in the surrounding 
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dystrophic musculature. Genetic errors in the bone associated with dystrophic muscle con- 
stitute a possible explanation but were not mentioned. 


Chronic interstitial pneumonitis. Gross, P. p. 706. 


+ 


AMERICAN JOURNAL OF PHYSICAL MEDICINE. Vol. 39, June 1960. 


© Management of Painful States in Injuries of the Spinal Cord and Cauda Equina. 
E. G. Krueger. pp. 103-110. 


Painful states associated with injuries of the spinal cord are frequent, but in only ten per cent 
of the patients is the pain so intractable as to require surgical treatment. The pains described 
by patients are usually vague and burning, however, sharp, shooting pains and dysesthesias 
similar to phantom limb pain are also present. 


The author accepts the view that in most instances pain originates from lesions of intraspinal 
content without participation of previously postulated peripheral mechanisms or “by-passing” 
of the lesion via sympathetic pathways. Specifically, the sharp, shooting radicular pains are 
probably associated with scar formation around intact or partially intact nerve roots. The 
more diffuse burning, vague type of pain projected into anesthetic areas is probably associated 
with neuroma formation and severed nerve roots or at the proximal stump of the severed 
spinal cord. A third type of pain is a visceral pain usually observed following enemas or dis- 
tension of the urinary bladder, as manifested by a feeling of fullness in the abdomen, head- 
aches and flushing of the face and neck. 


Before surgical procedures are considered for relief of pain, studies such as somatic or sym- 
pathetic nerve blocks, caudal, procaine, and target type spinal anesthesias are recommended 
as prognostic guides. Surgical procedures include posterior rhizotomies and anterior lateral 
cordotomy. Exploration at the site of the spinal injury cither early or late is of value in the 
relief of pain. Resection of scar tissues, removal of bony fragments, and bony overgrowth in 
some cases yield gratifying results. 


© Effective Neck Traction with Less Weight. E. H. Weissenberg. pp. 96-102. 


For effective cervical spine traction in the supine position, the tractive force must be greater 
than the opposing force of the neck and its contents and the opposition offered by friction 
between the head and its supporting surface. To reduce friction forces, the author utilizes a 
padded head rest mounted on roller bearings which rolls freely over a masonite board on the 
mattress. By this technic the tractive force may be reduced by one-half and still achieve the 
same results. Less bone necrosis occurs and there is less of a likelihood of Crutchfield tongs 
being torn from the skull during the period of time needed for skeletal traction. Another ad- 
vantage is the lessened likelihood of motion and possible angulation of the fractured parts when 
the patient is being placed on a bedpan or is receiving other nursing care, since the head will 
move freely with shifts of body position. 


Changes in blood flow, oxygen uptake and tissue temperature produced by ther- 
apeutic physical agents. II. Effect of shortwave diathermy. Abramson, D. I.; Y. Bell; 
H. Rejal; S. Tuck; C. Burnett, and C. J. Fleischer. p. 87 


Polarized air as an adjuvant in the treatment of burns. David, T. A.; J. R. Minehart, 
and I. H. Kornblueh. p. 111. 


+ 


AMERICAN JOURNAL OF PHYSIOLOGY. Vol. 198, April 1960. 


© Experimental Obesity and Osteoarthritis. L. Sokoloff; 0. Mickelsen; E. Silverstein; 
J. E. Jay, Jr., and R. S. Yamanoto. pp. 765-770. 


In order to evaluate experimentally the prevalent view that obesity aggravates degencrative 
joint disease, the present study was undertaken. Mice of three different genetic strains and 
rats were subjected to various dictary regimens for 16 months. Four types of experiments were 
undertaken — (1) joint disease in diet induced obesity in mice; (2) joint disease in dict 
induced obesity in rats; (3) joint disease in obese prone mice as affected by body weight 
restriction, and (4) genetic dissociation of obesity and joint disease. From experiment (1) 
it was shown that marked obesity occurred in each strain of mice fed the high fat diets (39% 
to 76% heavier). One high fat diet produced a statistically significant increase in joint disease 
in the arthritis prone strain STR/1N. A similar effect was observed with the C.eL/HeN 
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strain. However, there was no consistent effect of obesity per se on the severity of joint dis- 
ease. Though all high fat dicts produced obesity, they did not all produce the same degree 
of osteoarthritis. Body weight restriction did not protect STR/1N mice from severity or in- 
cidence of osteoarthritis. A correlation was observed between rate of growth and ultimate 
presence of joint disease. The authors conclude that something associated with obesity or its 
development contributed to the incidence of joint disease. The evidence suggests an indirect 
rather than a direct causal relation. Crosses between the disease prone, spontaneously obese 
strain STR/1N and the A/LN strain, a lean strain resistance to joint disease, were resistant 
to articular degeneration. 


© Alterations in Tissue Blood Volume Induced by Tourniquet Application. J. J. 
Friedman. pp. 886-890. 


Tourniquets were applied to both hind legs of male albino mice of the CF-1 strain without 
general anesthesia. Animals were sacrificed at intervals of 30 minutes to 10 hours after tourni- 
quet application by rapid immersion in liquid nitrogen. This procedure results in solid freezing 
of the mouse (stomach temperature 0 C.) within 25 seconds. The results showed that cir- 
culating plasma volume decreased by about 15 per cent as a result of the procedure while 
circulating red cell volume remained constant. Among the specific tissues, those in which the 
plasma volume changed significantly were liver (— 25%), kidney (—10%), spleen (—25%), 
muscle exclusive of the limbs involved in the tourniquet (+40%). Circulating red cell volume 
decreased significantly in the spleen and liver and increased significantly in kidney and muscle. 
An apparent defect in the experiment was the lack of data for controls that were restrained 
but to which the tourniquet was not applied. 


Influence of decreased vascular pressures on mechanics of ventilation in dogs. 
Lewin, R. J.; C. E. Cross; P. A. Rieben, and P. F. Salisbury. p. 873. 


ARCHIVES OF NEUROLOGY. Vol. 3, July 1960. 


© Cutaneous Reflex Changes in Development and Aging. J. W. Magladery; R. D. 
Teasdale, J. H. French, and E. S. Basch. pp. 1-9. 


Plantar and abdominal reflex responses were studied in patients ranging in age from one day 
to 83 years. For purposes of comparison they were divided into seven groups as follows: one 
to three days old; five to seven years old; 10-12 years old; 15-18 years old; young adults aver- 
aging 32 years of age; and older persons averaging 75 years of age. The reflexes were elicited 
by a blunt, manually applied scratching device, a moderately painful electrical stimuli and 
by tapping the sole of the foot as a signal for rapid voluntary plantar flexion. The initiating 
stimuli triggered sweeps of a synchronized cathode ray oscilloscope which also recorded the 
action potentials of the appropriate muscles. The delay could thus be photographed and 
measured. 


When compared with young adults the latencies of the reflex responses produced by stroking 
were delayed in the younger and older age groups. The latencies produced by electrical stimuli 
were significantly shorter for all age groups. Both the electrical and voluntary responses were 
prolonged in the younger age group but were not significantly different in the younger adults 
and the older age groups. The authors feel that some alteration in central nervous system 
mechanisms rather than regressive changes or immaturity at the periphery are responsible for 
the longer latencies in the elderly and childhood groups. They suggest that during aging and 
immaturity there is a diminished excitatory influence from higher levels. The similar voluntary 
reaction time to stimuli in the young adults and the aged could be explained by a momentary 
reversal of this diminution in expectation of the stimulus. In the case of electrical stimulation 
the afferent volleys are more intense and short-lived than the volleys evoked by stroking. The 
eventual efferent volley is thus less dependent on summation with other, central, excitatory 
mechanisms and the reaction times of the aged groups and the young adults are again similar. 
In children, however, central maturation has not progressed sufficiently to provide adequate 
excitatory influences from higher levels and despite more intense afferent stimulae the reaction 
time remained prolonged. 


© Fusimotor Nerve Function in Man. W. M. Landau; R. A. Weaver, and T. F. 
Hornbein. pp. 10-23. 


Fusimotor nerve function was studied by means of differential nerve block in normal patients 
and in spasticity and rigidity. This was accomplished by means of intrathecal and epidural 
injection of local anesthetic agents. A brief review of previous material is presented. This 
advances the theory that the sensitivity of muscle spindle stretch receptors is modulated by the 


7 
=] 


SURVEY OF SELECTED LITERATURE 467 


level of activity of the fusimotor neurones. These neurones produce shortening of the intrafusal 
muscle fibers and consequent potentiation of discharge due to stretch of the related annulo- 
spinal and flower-spray afferent end-organs. The fusimotor fibers are gamma efferent fibers 
which are small and it has been shown that fibers of smaller diameter and slower conduction 
rate are more susceptible to nerve block than larger ones. During the differential nerve block, 
muscle strength, muscle tone, tendon reflex and various sensory manifestations were measured 
repeatedly. 


The authors found that tendon reflexes in normal subjects and in subjects with spasticity and 
rigidity are much more vulnerable to depression than is strength. In the normals the reflex 
response was depressed 80 per cent or more before muscle weakness was detected, indicating 
that conduction of the largest diameter (alpha) efferent fibers was maintained while the con- 
duction of the gamma efferent (fusimotor) fibers was not. Spasticity, rigidity, and Parkin- 
sonian tremor are also decreased in large degree without loss of strength. Experiments with 
the H reflex indicate that tonic fusimotor activity increases the tonic muscle stretch receptor 
activity which in turn increases the excitability of the motoneuron. Thus tendon jerks, spas- 
ticity and rigidity are dependent upon the fusimotor system in the same sense that they are 
dependent upon the function of the alpha motoneurons and the muscle itself. 


It was also found that pinprick, heat, and cold sensations were most vulnerable to the differ- 
ential block and that they were usually affected simultaneously and to a similar degree. As the 
block became more pronounced vibration sense and then light touch and position sense de- 
creased. Loss of strength always occurred in the segments which showed loss of touch and 
position sense. This again indicates that these later senses are carried predominantly by the 
largest diameter fibers. 


Observations on human subjects living in a “slow rotation room” for periods of two 
days. Graybiel, A.; B. Clark, and J. J. Zarriello. p. 55. 


Neurological eponyms. Barrows, H. S. p. 91. 


ARCHIVES OF PATHOLOGY. Vol. 70, July 1960. 


© Inhibition of Progress of Preestablished Atherosclerosis by Diethylstilbestrol in 
the Rabbit. P. Constantinides, and N. Gutmann-Auersperg. pp. 35-42. 


Rabbits were fed high cholesterol diets for nine weeks and almost uniformly their plasma levels 
rose over 2,300 per cent. Four groups of 18 each were chosen for investigation. The first was 
killed after the nine weeks of high cholesterol feeding to serve as early controls. The remaining 
groups were sacrificed eight weeks later. The second group ate a normal diet during the eight 
wecks and served as late controls. The third group was also fed a normal diet but received 
two mg./kg. of diethylstilbestrol subcutaneously in addition. The fourth group was fed less 
than half a normal diet for the cight weeks to induce obvious weight loss. 


In none of the groups did the plasma cholesterol return to normal values in the cight wecks 
of low cholesterol diets, although there was a gradual fall to 300 or 400 per cent from the 
original 2,300 per cent elevation. However the estrogen treated group did not show the pro- 
gression of aortic atherosclerosis as did the two other surviving groups; rather it was nearly 
identical in extent with the early control group. The late control and starved groups developed 
more than twice the amount of aortic atheromatosis found in the early control group. In con- 
trast to the aorta, the coronary vessels showed relentless progression of atheromatous deposits, 
estrogen having no effect whatever. The early control group as would be expected had less 
coronary atheromatous deposits than the others. An interesting and significant effect was the 
development of hepatic cirrhosis in all of the estrogen treated animals, while the livers were 
unaffected in the other three groups. Passing comment was offered to the analogous clinical 
observation that rarely do biliary cirrhotics develop atherosclerosis despite frequently high 
serum cholesterol levels. It should be emphasized that the estrogen had no effect in lessening 
the already developed aortic atheromatosis, but did inhibit further progression in the aorta 
but not in the coronary vessels. Various tentative suggestions are offered but the essential 
mechanism remains unexplained. 


© The Human Aorta. (sixth of a series, this being on the subject of regression of 
atherosclerosis in pulmonary tuberculosis) P. Eilersen, and M. Faber. pp. 103-107. 


The intima and media of 50 aortas from patients dying from pulmonary tuberculosis were 
studied in regard to dry weight and calcium and cholesterol content and the data analyzed. 
Normal control material was used to compare the several factors and due regard to age at 
time of death was constantly stressed. The dry weight of the aortas in both groups was nearly 
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identical. Calcium content similarly showed no difference in the two groups. Statistical evi- 
dence in this study confirms the widely held clinical impression that there is a gradual, almost 
inexorable process of calcium deposition in the aorta with advancing age. With regard to 
cholesterol content of the aorta, the figures were lower for the tuberculous group. The differ- 
ence was not great but statistically significant, leading to the hypothesis that cessation of 
deposition rather than some process of dissolution would more readily explain the disparity. 
Data from this study also suggest that emaciation rather than the disease process is the essential 
factor in halting the usual progression of aortic atheromatosis in the phthisic cases as well as 
in population groups subsisting on low calorie diets. 


Myocardial necrosis induced by temporary occlusion of a coronary artery in the dog. 
Jennings, R. B.; H. M. Sommers; G. A. Smyth; H. A. Flack, and H. Linn. p. 68. 


Hypertensive cardiovascular disease of dog. Muirhead, E. E.; F. Jones, and J. A. 
Stirman. p. 108. 


BRAIN. Vol. 83 (Part 2) 1960. 


© Constructional Apraxia Associated with Unilateral Cerebral Lesions — Left 
and Right Sided Cases Compared. M. Piercy; H. Hecaen, and J. DeAjuriaguerra. pp. 
225-242. 


The authors are concerned in this report with defective execution of constructional tasks under 
visual control. There continues to be controversy over the role of lesions of the “dominant” 
hemisphere versus “nondominant” in causing these difficulties. During the years 1947-1955 
there were 67 patients with unilateral lesions who showed “constructional apraxia” out of a 
total of 261 patients having unilateral lesions, for the most part tumors. In 25 the lesion was 
‘in the left hemisphere, in 42 the lesion was in the right. Two-thirds of the patients with 
right-sided lesions tested failed to draw simple geometric figures such as a square, diamond, 
cross, circle or triangle whereas only about one-sixth with left-sided lesions tested failed, and 
these all had clinically evident apraxia. A similar trend was demonstrated with match stick 
designs. The authors believe it significant also that drawings by the left-sided cases tended 
to be more simple than those of the right-sided cases. They conclude that the right cerebral 
hemisphere in right-handed people has a special non-subordinate role in construction performance. 


© Visual-Constructive Disabilities Associated with Lesions of the Left Cerebral 
Hemisphere. J. McFie, and O. L. Zangwill. pp. 243-260. 


Eight case histories of right-handed patients with left hemisphere tumors are presented. All 
showed some evidence of general impairment. They note a tendency to simplification of design 
which is greater in patients with left-sided lesions than in right-sided cases, similar to that 
reported by Piercy in the same issue. Likewise, the authors note the preponderant localization 
of the lesion (not remarked upon in that study) in the parietal region and particularly the 
posterior parietal area. They demonstrate failures similar in some ways to those previously 
associated with right hemisphere lesions, but with what they believe are distinctly different 
signs, assigning the problem of constructional apraxia back to the dominant hemisphere once 
more. It would appear from comparing and contrasting the data presented in those two papers 
that both groups of authors tend to over interpret the evidence, first of all, to show any real 
localization and, second of all, to attempt differentiation of visual-motor performance into such 
finely divided areas. It is possible to interpret both sets of data as indicating an integrated 
and interdependent function of the central nervous system in the performance of visual motor 
activities. 


Persistent memory defect following encephalitis. Rose, F. C., and C. P. Symonds. p. 195. 
Apraxia of gait: A clinico-physiological study. Meyer, J]. S., and D. W. Barron. p. 261. 
Intraspinal tuberculous granulomata. Arseni, C., and D. Samitca. p. 285. 


Studies on cerebral blood flow in man, using radioactive-labelled erythrocytes. Nylin, 
G.; B. P. Silfverskiold; S. Lofstedt; O. Regnstrom, and S. Hedlund. p. 293. 


Physiological observations in stereotaxic operations in extrapyramidal motor dis- 
turbances. Hassler, R.; T. Riechert; F. Mundinger; W. Umbach, and J. A. Ganglberger. p. 337. 
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BRITISH MEDICAL JOURNAL. Vol. 1, April 1960. 


© Problems of an Aging Prpulation. J. H. Sheldon. pp. 1223-1226. 


The changing problems of the aging population and the role of the family in relation to old 
age are discussed. 


The author observes that though official old age begins at 60 for women and 65 for men, it 
is broadly true to say that the problems of aging that are causing anxiety to our present society 
derive in the main from those beyond the age of 70, for until then individuals tend, by and 
large, to be donors rather than debtors to. society. An arbitrary division of old age into two 
groups, those on each side of the middle seventies is made. Some of the medical, social and 
economical problems and needs of the two groups are reviewed. The role and responsibilities 
of the family and of the community are briefly discussed. All adequate provisions should be 
made for the treatment and care of old people, especially in the first group, in their own home. 
This is indeed what the majority of old people themselves desire. 


Problems of an aging population. Roth, M. p. 1226. 


+ 


BRITISH MEDICAL JOURNAL. Vol. 1, May 1960. 


© Steroid Arthropathy of the mip. D. R. Sweetnam; R. M. Mason, and R. O. Murray. 
pp. 1392-1394. 


The possible development of “steroid arthropathy” of the hip during prolonged treatment with 
either oral or intra-articular administration of corticosteroids is discussed by the authors. 


After a brief review of the literature, they describe four cases of their own in whom painless 
destructive changes in the hip joint developed rather rapidly. The hip joint appears to be 
particularly susceptible, presumably because the enormous force transmitted through it renders 
it most liable to damage especially when pain is relieved. Destructive changes may develop in 
arthritic as well as previously normal hips and the danger of their occurrence should always 
be borne in mind. 


© Lewer Limb Pain in Chronic Rupture of Abdominal Aneurysms. C. R. Savage, 
and E. J. Gallagher. pp. 1542-1543. 


Chronic rupture of aortic and iliac aneurysms may give rise to misleading symptoms and sim- 
ulate atypical “sciatic” root pain. 

Three cases are presented by the authors —two of aortic and one of common iliac artery 
aneurysm. All were presented with pain referred to the lower limb and treated under the 


impression that this was due to a skeletal cause, until sudden acute rupture of the sac revealed 
their true nature. 


The condition should be considered in the differential diagnosis of unusual cases of pain in 
the back and lower limb. 


© Rheumatoid Neuropathy. F. D. Hart, and J. R. Golding. pp. 1594-1600. 


The occurrence of neuropathy in rheumatoid arthritis represents, according to the se 
frequently overlooked complication. 


Forty two rheumatoid arthritics (18 males and 24 females) with clinical signs and symptoms 
of peripheral neuropathy are reported. The neuropathy is usually symmetrical and is primarily 
sensory, motor findings occurring in the more severe cases. Dysesthesias and parasthesias are 
usually complained and on examination all modalities were found to be reduced in the affected 
areas: light touch, pinpoint discrimination, heat and cold and vibration sense. Position sense 
was usually found well preserved. In general the neuropathy was of symmetrical pattern, leg 
and feet being affected more than hands and arms. A stocking and glove distribution was 
commonly observed. 


Though the neuropathy has been suggested by other observers to be due to diffuse arteriopathy 
with arteritis of the vasa nervorum or related to steroid therapy, these factors could not be 
incriminated in the cases studied by the authors. 


Peripheral neuropathy in rheumatoid arthritis is considered to occur as an integral part or com- 
plication of the rheumatoid illness and the authors have therefore termed the condition 
“rheumatoid neuropathy.” 
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© Treatment of the Carpal-Tunnel Syndrome. R. S. Crow. pp. 1611-1615. 


The author reports his experience in the treatment of the carpal-tunnel syndrome with the 
three most recommended methods: 1) immobilization of the wrist; 2) injection of hydro- 
cortisone, and 3) division of the flexor retinaculum. The series consists of 81 cases, 72 
female and 9 male. Symptoms were bilateral in 51 and unilateral in 30 and their duration 
varied from a few weeks to 44 years. 


Immobilization of the wrist at night in a “neutral” position induces a fairly rapid remission 
of symptoms in about 75 per cent of the patients, but the long term results are likely to be 
satisfactory in only about half of these. Injection of hydrocortisone into the carpal-tunnel 
will in almost all cases bring about a striking remission of symptoms. In most cases however, 
remission, though sometimes lengthy, is only temporary. Where for economic or any other 
reasons a sure cure is called for, with the least risk of relapse and no necessity for prolonged 
treatment, operation is indicated. Surgical treatment offers almost certain and permanent relief. 


© Median Nerve Palsy as a Complication of Acute Pyogenic Infections of the Hand. 
G. D. Oates. pp. 1618-1620. 


This is a report on three cases of acute carpal tunnel syndrome resulting from severe pyogenic 
infection of the hand. Two other cases reported in the literature are mentioned. Interference 
with median nerve function resulted most likely from compression by inflammatory swelling 
in the carpal tunnel. 


The occurrence of this complication should be kept in mind in all severe acute hand infections 
and treated by division of the transverse carpal ligament. 


»* 
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© Bell’s Palsy: Some Problems of Prognosis and Treatment. G. A. Dalton. pp. 
1765-1770. 


This study is based on a survey of 107 cases with Bell’s Palsy examined by the author during 
the two-year period 1954 to 1956. The aims of the investigation were to seck criteria which 
may give guidance on the probability of spontaneous recovery and to assess the value of 
present methods of treatment. 


The probability of complete recovery of facial function would appear to be lessened by the 
presence of pain at the onset, and is much diminished by the presence of auditory-nerve 
symptoms and herpes. The extent to which the branches of the facial nerve itself (chorda 
tympany, nerve to the stapedius, greater superficial petrosal nerve) are clinically involved has 
no prognostic significance except possibly in the case of lacrimal hyposecretion. The electro- 
diagnostic and electromyographic methods were briefly mentioned and these tests were carried 
out only in a few cases to allow for an assessment of their prognostic value. 


Treatment in the present series was mainly by standard methods and it is well agreed that 
75 per cent to 85 per cent of patients make a full recovery under such a regime. Current 
views on decompression are discussed and four patients so treated are presented. No clear 
evidence emerges from this series to prove the value of facial nerve decompression. 


© Peripheral Neuropathy in the “Collagen Diseases.” R. F. Kibler, and F. C. Rose. 
pp. 1781-1784. 


Peripheral neuropathy is not a rare complication in some of the “collagen diseases.”’ Particularly 
high and well recognized is its incidence in polyarteritis nodosa. Disseminated lupus erythe- 
matosus and rheumatoid arthritis are also accompanied occasionally by signs and symptoms 
of polyneuropathy. 


In view of the extreme rarity of peripheral neuropathy in scleroderma and in dermatomyositis 
as compared with the other members of the collagen diseases, the case of a 55 year-old woman 
with scleroderma complicated by sensorimotor peripheral neuropathy is reported. The litera- 
ture relating to the association of peripheral neuropathy and the collagen diseases is reviewed 
and the pathogenesis of the neurological lesions discussed. 


© Expiratory Pressure and Air Flow During Speech. M. H. Draper; P. Ladefoged, 
and D. Whitteridge. pp. 1837-1843. 


Production of sustained speech depends upon the ability to produce a sustained positive pressure 
in the trachea by means of the activity of thoracic and abdominal muscles. 
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The authors have recorded and measured the tracheal pressure and the electrical activity of 
the diaphragm and other respiratory muscles during the speech of normal persons and of 
patients with complete spinal transection. The louder the speech the higher the pressure in 
the trachea. If the loudness is kept constant, then the mean pressure in the trachea will also 
remain remarkably constant, despite the fact that the thoracic volume can change from maxi- 
mum inspiration to maximum expiration. 


To attain a steady level of tracheal pressure throughout an expiration, the inspiratory muscles— 
the external intercostals — at first oppose the relaxation pressure; then expiratory muscles, be- 
ginning with the internal intercostals and later involving other muscles, such as the rectus 
abdominis, reinforce the diminishing relaxation pressure. 


There is usually a short period, at the beginning of expiration, when all muscles are inactive 
and the relaxation pressure acts alone. 


A number of paraplegics with lesions in the cord at levels ranging from C4 to T12 were 
examined. The maximal expiratory pressure that can be exerted is lower the higher the level 
of transection. A striking observation was that patients with lesion at C8 to T1 used the 
latissimus dorsi largely for talking. 


© Short-leg Syndrome. P. J. R. Nichols. pp. 1863-1865. 


The incidence of different leg lengths in otherwise normal subjects and how much this dif- 
ference may be associated with symptoms is reviewed by the author. 


The clinical diagnosis of short leg is defined as depending on the presence of a difference in 
leg length of Y2 inch or more. The clinical diagnosis of short-leg syndrome assumes the 
presence of short leg with associated symptoms, mainly low back ache or pains in the leg. 


Asymptomatic, idiopathic short leg occurs in approximately seven per cent of the population 
without giving rise to symptoms. Short leg was encountered in 22 per cent of patients com- 
plaining of low back pain. Short leg after fractures of lower limb or associated with short 
artificial leg is a problem frequently encountered in rehabilitation and may also give rise to 
low backache, faulty postures and abnormal pressures on other joints. The diagnosis and 
treatment of differences in leg lengths may prevent much inconvenience and suffering. The 
treatment is by an approporiate shoe-raise. 


© Persistence of Antibody in Adolescents and Adults after a Third Booster Dose 
of Poliomyelitis Vaccine. E. J. C. Kendall; T. S. L. Beswick; A. Miller, and J. H. Tobin. 
pp. 1689-1691. 


The poliomyelitis antibody level in 54 adolescent and adult subjects was measured 18 to 24 
months after a third dose of inactivated poliomyelitis vaccine. The author showed that neu- 
tralizing antibodies to types 2 and 3 poliovirus persisted at a much higher level than antibody 
to type 1. Though individuals lost antibody at different rate it was noted that, in general, 
the higher the response two weeks after a third dose, the higher the titer after periods of up to 
two years. The average fall in titer for all types after the third dose was from 76 to 81 per cent 
in 18 to 24 months. 


If the average antibody fall is presumed to continue, titers would reach, after an interval of 
about five years, a level of one per cent of the post-third-dose titers. The relation of these 
findings to the efficacy of vaccination is discussed. 


© Persistence of Antibody in Children after a Third Dose of Poliomyelitis Vaccine 
and Their Response to a Fourth. J. S. Logan; A. M. Field; A. D. Macrae; A. Miller, 
and J. O. H. Tobin. pp. 1692-1694. 


Determination of poliomyelitis antibody level was carried out in 27 children to find out whether 
they still had antibody two years after the third booster dose of poliomyelitis vaccine. 


All children except one still had detectable serum antibody to all three polioviruses. The 
antibody fall during the two years was estimated to be 78-79 per cent for all three virus types. 


A good response to a fourth dose of the inactivated vaccine, and similar to that after the 
third, was found in most of the children. 
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© Use of Phenol in Relief of Spasticity. L. A. Liversedge, and R. M. Maher. pp. 
31-33. 


The authors describe the use, the technic and the results of intrathecal injection of phenol 
in glycerin for relief of spasticity and especially of painful spasm of lower extremities. 
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A five per cent strength solution of phenol in glycerin was found to be both safe and effective. 
Quantities from 0.5 to 1.5 ml. have been given at each session. With proper technic and 
careful positioning of the patient, the blocking effect of the drug can be quite localized at 
one or more roots. The maximum safe efficiency has been obtained from injections cither 
at L 2-3 or L 3-4 intervertebral spaces though occasionally the L 4-5 spaces has been used. 
Involvement of the sphincters is likely to occur if phenolization reaches the cord itself (at 
L 1) or descends to the sacral roots, and this has been the major complication encountered 
by the authors. 


Thirty two patients with severe spasticity due to various causes (multiple sclerosis, hemiplegia, 
paraplegia, etc.) have been treated. Some of the patients received up to six separate injections, 
so that seventy-five was the actual number of intrathecal injections given. Reduction in muscle 
tone and pain is usually evident within 60 seconds after the injection. The duration of the 
reduction in spasticity may vary greatly from patient to patient; in the main however, it 
seems that appreciable benefits can be expected from an average of at least six to twelve months. 
Care should be exercised in administering the treatment to patients who are still ambulant. 


© Muscle Pains that Follow the Administration of Suxamethonium. C. A. Foster. 
pp. 24-25. 


Muscle pains that follow the administration of suxamethonium are a common complication 
of modern anesthesia. Their incidence is related to age and whether the patient is kept in the 
hospital or sent home after the operation. Pain is significantly less in patients over 60 years 
of age. The incidence can be reduced and of the methods used in this investigation, only 
the prior injection of gallamine triethiodide shows a statistically significant improvement. 


The use of a non-depolarizing relaxant prior to the administration of a depolarizing agent, 
however, is not without danger; larger doses of the depolarizing agent are required to produce 
similar conditions to those obtained when a non-depolarizing agent is not used, and difficulty 
may be experienced in the establishment of normal respiration particularly in patient for 
bronchioscopy. This practice therefore is not recommended. 


Jacksonian ideas and future, with special reference to aphasia. Critchley, M. 
p. 6. 


Brain, movement and time. Dott, N. M. p. 12. 


THE JOURNAL OF BONE AND JOINT SURGERY. Vol. 42A, June 1960. 


© Stabilization of the Cervical Spine by Anterior Fusion. R. W. Bailey, and C. E. 
Badgley. pp. 565-594. 


Anterior fusion of two vertebral bodies of the cervical spine is an excellent means of estab- 
lishing stability and is an alternative when the posterior approach would be difficult, hazardous 
or unsuited to the pathological condition at hand. 


The indications for anterior fusions are broad: (1) With destructive lesions of the vertebral 
body, the anterior approach allows easy access for biopsy and resection of the lesion and 
restoration of stability. (2) In certain situations after fracture dislocation. It has been the 
authors’ observation that after fracture dislocation of the cervical spine, the integrity of the 
vertebral disc is altered and recurrence of dislocation at a later date is a distinct possibility. 
If recurrence of this dislocation is eminent or has occurred anterior fusion is a useful method 
of restoring stability. (3) After extensive laminectomies for decompression, spinal cord sta- 
bility can be restored most effectively by anterior fusion. (4) For cervical spine stabilization 
after maxillo-facial injuries, the anterior fusion facilitates maintenance of an adequate airway 
since the patient is supine during this procedure. (5) Anterior fusion is indicated after a 
fracture dislocation in a neck with severe spondylosis. If at a later date symptoms from the 
spondylosis develop the way will be open for laminectomy, decompression, or foraminotomy. 


The author has not extended the anterior approach to problems of herniation of the cervical 
vertebral disc. Decompression of the cord or nerve roots may be required which is more 
readily achieved through the posterior approach. 


The author has stabilized the cervical spine with anterior fusion in 20 patients. No compli- 
cations specifically relating to the technic occurred and fusion was achieved in all but two 
patients. The latter two patients were fused less than six months prior to the time of writing. 


© Vascular Patterns in Immobilized-denervated, or Devascularized Rabbit Limbs. 
A. B. Ferguson, Jr., and Y. Akahoshi. pp. 617-624. 
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This paper is an attempt to cast light on some of the physical forces that influence the metab- 
olism of muscle after immobilization, denervation, or devascularization. Using the injection 
technic, the vascular pattern of the muscles of female rabbits were studied roentgenographically. 
The limbs were studied following immobilization in plaster with or without internal fixation; 
following internal fixation of the joint alone; following neurectomy; following tenotomy and 
following ligation of the femoral artery. 


The changes in vascular pattern noted after cast immobilization were dilitation of the main 
arteries, and increased vascularization about knee and ankle joints. After internal fixation 
alone similar changes occurred except that there was no dilitation of the main arteries. In- 
creased arborization of small muscle vessels was noted after femoral artery ligation. Diminished 
vessel size, and bizarre vascular patterns were noted after both denervation and tenotomy. 


Delayed neurological sequeli of a retained foreign body (lead bullet) in the inter- 
vertebral disc base. Shroyer, R. N.; C. H. Fortson, and C. B. Theodotou. p. 595. 


Flexor-tendon ruptures in the forearm and hand. Boyes, J. H.; J. N. Wilson, and J. W. 
Smith. p. 637. 


Acute hematogenous osteomyelitis. A review of 66 cases. Winters, J. L., and I, Caher.. 
>. 691. 
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© Diaphragmatic Function Following Anastomosis of Recurrent Laryngeal and 
Phrenic Nerves. L. Guth; L. Soutter; K. Frank; J. Campbell, and J. B. Lloyd. 
pp. 251-260. 


The present study was undertaken to determine whether diaphragmatic function can be re- 
stored after reinnervation by the recurrent laryngeal nerve. 


Unilateral anastomosis of the recurrent laryngeal and phrenic nerve was performed in eight 
rats and three monkeys. Six out of eight rats exhibited rhythmic contraction and recordable 
muscle potentials of the ipsilateral hemidiaphragm six to nine months after the anastomosis. 
Fourteen months postoperatively, only one monkey was observed to have spontaneous dia- 
phragmatic function. However, in all three monkeys, rhythmic respiratory activity was evoked 
by asphyxia. Irritation of the trachea also produced a burst of activity in the diaphragm. 


No reliable quantitative statement can be made from this limited experience, but the authors 
conclude that the recurrent laryngeal nerve can restore function to the paralyzed diaphragm 
in the rat and monkey. It is anticipated that a similar procedure in man might result in 
restoration of some diaphragmatic function after paralysis following such diseases as bulbar 
poliomyelitis. Further animal experimentations are necessary. 


+ 
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© The Treatment of Obesity: An Analysis of Methods, Results, and Factors Which 
Influence Success. A. R. Feinstein. pp. 349-393. 


This paper is a review of the available results of treatment in obesity. The literature has been 
searched and the data have been tabulated and analyzed according to various criteria. These 
include environmental control and restriction using natural foods, total replacement of foods 
by nutrient mixtures, and the use of various dietary adjuncts intended to depress appetite, 
change mood and/or body homeostasis. The measures of success listed were rates of weight 
loss as a percentage of the initial weight before therapy was begun, and weight loss of 20 
pounds and/or 40 pounds. 


Analysis of results was made difficult because of differences in the criteria of measurement 
and because of inconsistencies in methods of reporting results. When reasonable comparisons 
could be made, however, the data showed that complete restriction of environment such as 
hospitalization produced a consistent weight loss which was proportional to the amount of 
caloric restriction. In the outpatient environment, which was necessarily uncontrolled, no 
reported diet was predictably successful. It was also interesting that identical dietary regimens 
produced markedly different results when used by different physicians. Sometimes drastic 
caloric restriction or diets markedly different from traditional nutritional regimens were as- 
sociated with remarkably high rates of accomplishment. Whenever complete results were 
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given for any particular dietary program the data showed that more patients failed than 
succeeded. It was the author’s conclusion that these results permit the hypothesis that weight 
reduction involves the patient himself, the therapeutic relationship, and the dietary program. 
Certainly the dietary program itself was often the least important factor. The non-dietary 
factors have been ignored or unmeasured. The implication of this review is that more success 
in the treatment of obesity may be obtained when there is less rigid devotion to traditional 
concepts of diet, drug supplements and psychotherapeutic devices. Certainly more attention 
should be given to the patient himself and to his relationship to the physician prescribing 
therapy. 


© Factors Influencing the Prognosis of Cerebral Thrombosis and Infarction Due to 
Atherosclerosis. N. J. David, and A. Heyman. pp. 394-404. 


This paper is a study of the survival of 100 patients with cerebral infarction or ischemia due 
to atherosclerosis who were admitted to Duke University Hospital or the Veterans Administra- 
tion Hospital in Durham during an cight-month period from January, 1957, to September, 
1957. The mean age was 57.3 years. Fifty of the 100 patients had either persistent elevation 
of blood pressure during their hospitalization or gave a reliable history of long standing blood 
pressure elevation. Fifteen of these 50 were considered to have severe hypertensive disease 
on the basis of grade 3 or 4 retinopathy. Thirty-seven of 85 patients tested had electrocardio- 
graphic abnormalities indicating myocardial infarction, myocardial ischemia, ventricular hy- 
pertrophy or disturbances of rhythm such as atrial fibrillation or flutter. Diabetes was present 
in eight patients. Twelve others had convulsive seizures at the onset of their stroke or 


subsequently. 


In 48 patients the site of the infarction or ischemia was considered to be in the territory of 
the carotid artery, in 32 patients the vertebral-basilar system was involved, and in the re- 
maining 20 cases the location could not be determined with certainty. Nine of the 48 patients 
with lesions in the cerebral hemispheres were diagnosed as having thrombosis of the carotid 
artery on the basis of arteriograms or retinal artery pressure determinations. Twenty-three 
patients had a history of previous cerebral infarction. Thirteen of these had signs of pseudo- 
bulbar palsy or bilateral cerebral damage. 


Hospital therapy consisted of early ambulation, physical therapy and supportive care. Twenty- 
six patients had anticoagulant treatment during the period of hospitalization which averaged 
three weeks. Of these, 13 were maintained on anticoagulants after discharge. Functional 
capacity of the 100 patients was determined at the time of their discharge and at the end 
of the first and second years thereafter at which times all patients were sent a questionnaire 
requesting the patients’ working ability, and patients’ health since leaving the hospital. 


During hospitalization ten of the 100 patients died. Nine died because of cerebral infarction 
or its complications. In one, death followed cerebral arteriography. Of the 90 patients who 
were discharged from the hospital ten were able to return to their former employment within 
a few weeks, 35 were ambulatory and able to carry out light part-time work and 28 could 
care for their personal needs, feed themselves and get about with the aid of a wheelchair 
or cane. The remaining 17 patients were bedridden and required nursing care. 


Twenty-three additional patients died during the two years following admission to this study. 
Postmortem examinations were performed on one-third of the 33 patients and revealed cere- 
bral infarction due to atherosclerosis. Of the 22 deaths not followed by autopsy, 11 occurred 
in the hospital under observation of the authors and in the remaining 11 adequate clinical 
information as to the cause of death was available from the patient’s family or physician. Of 
the 33 deaths in the first two years, 29 were thought to be due to vascular disease in various 
organs or its complications. 


Of the 67 survivors, 36 reported general clinical improvement at the end of the second year, 
22 believed there had been no change and 9 patients stated they had become worse. In terms 
of functional capacities, 16 patients of the 67 were working at the end of the second year and 
31 were ambulatory and able to do small chores or part-time work. Fifteen were capable of 
only minimal personal care and five were totally invalid. 


In the two years following discharge, 18 or 20 per cent of the 90 patients developed recurrent 
cerebral infarction, eight suffered their stroke in the first year and ten during the second year. 
Nine of these died, five became invalids and four recovered sufficiently to return to their pre- 
vious functional capacity. Factors which made for poor prognosis included a history of previous 
cerebral infarction, signs of diffuse brain damage or bilateral brain stem lesions, severe hyper- 
tension and electrocardiographic abnormalities. 


Prevalence and incidence of coronary heart disease in strata of the labor force of a 
Chicago industrial corporation. Stamler, J].; H. A. Lindberg; D. M. Berkson; A. Shaffer, 
and A. Poindexter. p. 405. 


| 


SURVEY OF SELECTED LITERATURE 475 


Mortality from coronary heart disease and physical activity of work in California. 
Breslow, L., and P. Buell. p. 421. 


Multidisciplinary studies of illness in aged persons. III. Prognostic indices in frac- 
ture of the hip. Staff of the Benjamin Rose Hospital, Cleveland, Ohio. p. 445. 
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© Responses of the Veins and Arterioles of the Forearm to Walking During Ac- 
climatization to Heat in Man. J. E. Wood, and D. E. Bass. pp. 825-833. 


The purpose of this study was to investigate the responses to exercise of the veins and arterioles 
of the forearm with respect to their roles in the process of acclimatization of man to heat. 


Seven normal young men were acclimatized to heat on eight occasions by walking on a 
treadmill for 30 minutes four times a day at an environmental temperature of 120 F. dry bulb 
and 80 F. wet bulb. The vascular responses were measured by plethysmographic technics. 


The forearm veins constricted with walking in the hot environment, the degree of venocon- 
striction being greatest on the third and fourth days of exposure to the hot environment. The 
arterioles dilated, the dilation being less on the third and fourth days during walking in the 
hot environment than on the first and second or on the final days in this environment. 


The systolic and diastolic blood pressure of all of the subjects tended to be higher during 
walking in the hot environment. The responses of the forearm veins and arterioles were 
among the early evidence of acclimatization to heat and they coincided with the disappearance 
of the symptoms of heat exhaustion with exercise. These results support the concept that 
important adaptations in acclimatization of man to exercise in a hot environment take place 
in the cardiovascular system. On the other hand, the disappearance of these vasomotor adap- 
tations on later heat days in the face of continued acclimatization encourages a search for 
other mechanisms that maintain the circulation during later days in the heat. 


© Strontium and Calcium Metabolism in Metabolic Bone Diseases. E. C. Dow, and 
J. B. Stanbury. pp. 885-903. 


In human skeletal disease, attention is usually focused on the altered metabolism of calcium. 
Several studies indicate that strontium may have a metabolic pathway similar to that of 
calcium and that radiostrontium, because of its ease of measurement, might be a convenient 
indicator for observing the transfer of calcium through the calcium-containing compartments 
of the body. 


The distribution and execution of Sr® and Ca“ administered simultaneously and intravenously 
were studied in patients with thyroid and parathyroid disorders, osteoporosis and Paget's dis- 
ease. The results indicate that strontium qualitatively parallels calcium as an index of skeletal 
function in metabolic bone diseases. 


A profile of electrolytes in the cartilaginous plate of growing ribs. Howell, D. S.; 
E. Delchamps; W. Riener, and I. Kiem. p. 919. 


JOURNAL OF GERONTOLOGY. Vol. 15, April 1960. 


© Age Differences in Residual Lung Volume and Vital Capacity of Normal In- 
dividuals. J. Brozek. pp. 155-160. 


A general tendency for vital capacity to decrease with age is well established. In contrast to 
vital capacity, which is readily determined, limited information is available concerning the 
influence of increasing age on the volume of residual air. 


In this paper residual lung volume determination for young and middle-aged men were made 
both under ordinary room conditions and under water and for women were made only under 
water. In 28 young men (mean age 23 years) and 31 older men (mean age 52 years) 
residual volume and vital capacity measurements were determined under ordinary room con- 
ditions. The subjects were clinically free of gross bronchopulmonary symptoms. Both groups 
of individuals were somewhat heavier on the average than men of the same height. The 
values of residual volume varied from 0.97 to 2.45 L. in the younger group and from 1.52 to 3.31 
L. in the older group. On the average the residual volume of the older men was 0.6 L. larger 
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than in the younger subjects. The value of the mean vital capacity was found to be one L. 
smaller in the older group than in the younger men. As a result, the mean value of the 
residual volume expressed as the percentage of the total lung capacity (TLC = residual 
volume + vital capacity) was found to be markedly greater in the older men (35.6%, range 
26.1 to 57.9) than in the younger men (24.4%, range 17.9 to 35.6). 


Residual lung volume was also determined at the time of maximal expiration during complete 
submersion under water in normal younger and older men (33 younger men, 156 older men). 
The older men had the same average absolute weight but were somewhat shorter than the 
younger men. The mean residual volume was again found to be larger in the older age group 
(1.97 L. as compared with 1.53 L. for younger men). The studies of residual volume in 
relation to weight in a group of 156 middle aged men showed no consistent trend. 


The author also studied residual volume (measured during underwater weighing) and vital 
capacity (measured in a seated position under ordinary room conditions) in 51 normal adult 
women, varying in age from 18 to 63 years. It was again found that residual volume increased 


with age. 


In all comparisons between groups of different ages there was a tendency for the residual 
volume to increase with age and for vital capacity to decrease with age. The author found 
average values of vital capacity of 5.0 L. for the group of men averaging 23 years and 3.9 L. 
for the group averaging 52 years. In the women studied the author found that vital capacity 
decreased with increasing age from 3.5 to 2.6 L. 


© Rorschach Rigidity and Sensory Decrement in a Senescent Population. C. 
Eisdorfer. pp. 188-190. 


Some investigators claim that individuals with sensory impairment show regression, with- 
drawal, and rigidity in interpersonal relationship. This study was proposed in an attempt 
to evaluate the relationship between visual and auditory loss and personal adjustment, as 
reflected in rigidity of Rorschach performance, in a group of socially adjusted elderly individuals. 


The author selected 48 volunteers, all of whom were 60 or more years of age. They were 
given physical, psychiatric and psychological examinations, including the Rorschach and the 
Wechsler Adult Intelligence Scale. All subjects were screened to eliminate those with neuro- 
logically definable central nervous system damage and those with extreme Verbal 1.Q. scores. 
Piotrowski’s alpha formula derived from the Rorschach was used as an indication of over- 
controlled, underactive, withdrawn and rigid personality patterns. 


Forty-eight volunteers were divided into six groups on the basis of three visual and two auditory 
levels of functioning. The results indicate 1) there is no significant difference in the incidence 
of high alpha scores between subjects with normal and subjects with corrected vision or be- 
tween subjects with normally functioning vision and subjects with impaired vision; 2) there 
are significant differences in the alpha scores between subjects with normal and subjects with 
impaired hearing; 3) the Rorschach performance of subjects with both vision and hearing 
impairments is not significantly different from that in subjects showing hearing decrement alone. 


This study would appear to suggest that the aged individual reacts to hearing loss by with- 
drawal and by increasing rigidity of personality. 


Effects of retirement on personal adjustment. Thompson, W. E.; G. F. Streib, and 
J. Kosa. p. 165. 


The long-term constancy of behavior. Dennis, W. p. 195. 


+ 
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© Influence of Orbital Cortex on Blood Pressure Responses in Cat. P. P. Newman, 
and J. H. Wolstencroft. p. 211. 


The exposed orbital surface of the frontal lobe of the anesthetized cat was electrically stimu- 
lated by means of bipolar silver wire electrodes applied to the cortical surface. An electronic 
square-wave stimulator allowed independent variation of frequency, pulse duration, and vol- 
tage output. Stimulation lasted for periods of one to four minutes and blood pressure was 
recorded with a mercury manometer from the femoral artery. It was found that strong repeti- 
tive stimulation generally resulted in a blood pressure rise of 20 to 30 mm. of mercury while 
a weaker stimulus produced no significant changes in the record. A stimulus strength of 12 
volts was necessary. However, when the stimulus was applied during heating of the carotid 
blood the usual fall in blood pressure was prevented by a stimulus of 6 to 8 volts applied to 
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the posterior orbital gyrus. Stimulation of other parts of the orbital surface did not give this 
response. The authors conclude that there is a direct connection between heat sensitive struc- 
tures in the medullary reticular formation and the orbital cortex. When the cells in the reticular 
formation of the medulla are excited, impulses pass down the reticulo-spinal pathway causing 
vasodilatation cither by excitation of vasodilator nerves or by inhibition in the central nervous 
system of sympathetic vasoconstrictor nerves. When discharging this medullary mechanism 
can be inhibited by impulses arising from the orbital cortex. 


© Cord Cells Responding to Touch, Damage, and Temperature of Skin. P. D. Wall. 
p. 197. 


This paper examines the convergence of peripheral fibers onto primary neurons in the cord. 
The response to natural stimulation of the skin was examined by means of intracellular 
microelectrodes. 


Single afferent fibers which respond to light touch on the skin of the leg appear to innervate 
a contiguous area of skin with an oval shape averaging 5 by 4 mm. Pressure sensitive A fibers 
form a continuous group in which the threshold varies with fiber diameter. 


There is no justification for making an arbitrary subdivision of this group into light touch, 
deep touch and pain fibers. As the fiber diameter decreases within the single group, the thres- 
hold for the pressure stimulus increases and the rate of adaptation to maintain a stimulus 
decreases. The pattern of discharge in a single afferent fiber is fixed by the intensity and dur- 
ation of the stimulus aud by the position of the stimulus within the sensitive area. Some of 
the smaller afferent fibers respond both to pressure and temperature changes of the skin. 


Those cells in the spinal cord which respond to light touch are arranged in a definite lamina. 
Within this lamina there is topographic organization with the peripheral part of the Ieg 
medial and the proximal part lateral. This region has also been shown to be the termination 
of the fast conducting fibers of skin nerves. Each central cell responds to light touch in a 
contiguous oval area of skin with an average size of 63 by 32 mm. The afferent fiber pro- 
jection shows no signs of a subliminal fringe. The peripheral area subserved by a single cell 
is not affected by post-tetanic potentiation, strychnine, asphyxia and small doses of barbiturates 
or temperature changes. The afferent fibers converging onto a single cell run together in a 
small bundle in the dorsal root. Each dorsal rootlet contains many such microbundles from 
different parts of the leg. Those cells which respond briefly to light touch also respond with 
prolonged discharge to heavy pressure. All cells which respond to light touch also respond to 
temperature changes of the skin. The authors suggest that fibers of many different diameters 
converge onto these cells so that they respond to all modalities of skin sensation. However, 
differences in the pattern of discharge depend on the modality of the particular stimulus. 


Distribution of recurrent facilitation and inhibition in cat spinal cord. Wilson, V. J.; 
W.H. Talbot, and F. P. J. Diecke. p. 144. 


Precentral facilitation and inhibition of spinal mono-neurons. Preston, J. B., and 
D. G. Whitlock. p. 154. 


Neuromuscular facilitation and antidromic discharged in motor nerves: their rela- 
tion to activity in motor nerve terminals. Werner, G. p. 171. 


JOURNAL OF NEUROSURGERY. Vol. 17, May 1960. 
© Thoracic Intervertebral Dise Protrusion. C. Arseni, and F. Nash. pp. 418-430. 


A clinical study of the thoracic disc is presented based on 12 cases occurring in over 2500 
protruded intervertebral discs seen at the Neurosurgical Clinic in Bucharest since 1946. 


Comments are made on the 95 cases in the literature and the 12 personal cases are analyzed. 
The site of the protrusion was in the midline in nine cases and lateral in two. Pathogenesis 
of symptoms is thought to be due to direct cord compression or compression of the anterior 
spinal artery. The latter may account for the development of acute paraplegia in certain 
cases. The common symptoms were pain in the thoracic spine and motor symptoms, mainly 
paraparesis; but the most common symptom was hypesthesia in the segments involved. Two 
thirds of the cases had sphincteric disorders. Lateral protrusion produces clear-cut radicular 
compression with virtually no signs of cord compression. Midline protrusion in the upper 
segments was associated largely with pain and sensory disturbances. In the two lowest seg- 
ments protrusion may produce a cauda equina picture. Calcification of the nucleus pulposis 
is frequent in thoracic discs when herniation occurs along with a narrowed intervertebral space. 
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© Chemopallidectomy as a Treatment for Parkinson’s Disease. P. Taarnhj; D. C. 
Arnois, and L. A. Donahue. pp. 459-468. 


An analysis of the results of the surgical treatment of 118 cases of Parkinsonism at the 
Cleveland Clinic is presented and compared with the results of others, especially those of 
I. S. Cooper. Chemopallidectomy was used in all cases but 12, where chemothalamectomy 
was performed. The balloon type cannula described by Cooper was used in only a few cases 
in this series. 

The rate of complications in this series is definitely higher than in Cooper’s series, and the 
duration of benefit was shorter. The criteria used to evaluate results in this series is discussed 
under various headings. Selection of cases as to age, general physical condition, unilaterality 
of symptoms and severity of the Parkinsonian picture is discussed. The possibility of wrong 
placement of the needle was considered but it was believed unlikely that this factor could 
account for the admittedly poor results. In view of Dr. Cooper’s emphasis on the use of the 
balloon cannula in order to make several (if necessary) reversible lesions before producing 
the permanent lesion, it seems surprising that the authors did not mention this in the evalua- 
tion of their results except to state that they rarely used it. 


The problem of neuronal regeneration in the central nervous system. I. The inser- 
tion of centrally connected peripheral nerve stumps into the spinal cord. Jakoby, R. K.; 
C. C. Turbes, and L. W. Freeman. p. 385. 


THE JOURNAL OF PEDIATRICS. Vol. 57, July 1960. 


© A Report of 16 Tumors of the Spinal Cord in Children; The Importance of Spinal 
Rigidity As An Early Sign of Disease. F. L. Richardson. pp. 42-54. 


The author reviews certain findings in 16 children subsequently shown to have spinal cord 
tumors. None of the 16 had external evidence, such as lipomata, moles or nevi, or evidence 
of congenital defects. In at least half of the cases, roentgenograms of the spine were reported 
as negative. Spinal fluid protein levels ranged from 10 milligrams per cent to 5,000 milligrams 
per cent. Myelograms, performed in 13 cases, indicated the level in every instance where the 
level of the lesion was not apparent from x-ray evidence alone. Survival after operation ranged 
from three months to complete recovery with no evidence of disease or disability after seven 
years (including a figure skating champion). Of particular interest is the complaint of pain 
or stiffness of the back, and the finding of painful spinal rigidity present in all these cases. 
The author believes that tumor involving the spinal cord almost invariably is accompanied by 
persistent spinal rigidity and irritability. In spite of the fact that these signs and symptoms 
have not been prominent in other reported series or in the reviewer's experience, the long 
delay in recognition, the almost invariable misdiagnosis of acute anterior poliomyelitis, hysteria, 
dystrophy, or cerebral palsy make it imperative that the physician who deals with rehabilitation 
of children suspect and look for spinal cord tumors early in order to allow maximum recovery. 


Prolonged pain or stiffness in the back should be regarded as evidence of impingement on the 
spinal cord. 


Immunizing properties of live attenuated measles virus. Doglin, J.; S. Levine; F. S. 
Markham; V. Cabasso; M. Weichsel; J. M. Ruegsegger, and H. R. Cox. p. 36. 


Electrophoretic analysis of serum proteins, lipoproteins, and glucoproteins in healthy 


newborn infants, older infants, and children in Greece. Angelopoulos, B., and G. Bechrakis. 
p. 66. 


Progeria, a pathologic study. Gabr, M.; N. Hashem; M. Hashem; A. Fahmi; and M. 
Safouh. p. 70 


The characteristic dentition of incontinentia pigmenti. Gorlin, R. J., and J. Anderson. 
p. 78. 


Henock-Schonlein syndrome — anaphylactoid purpura. Blattner, R. J. p. 137. 


Measles vaccine. Editor’s Column. p. 147. 


PEDIATRICS. Vol. 26, July 1960. 


© Clinical and Epidemiologic Observations on Enterovirus Infection in a Circum- 


scribed Community During an Epidemic of Echo 9 Infection. Lepow, M. L.; D. H. 
Carver, and F. C. Robbins. pp. 12-26. 


‘ 


SURVEY OF SELECTED LITERATURE 479 


The authors present a carefully executed study of this recently recognized illness which is of 
interest to the physiatrist for two reasons. It is an acute febrile disease which periodically 
affects large numbers of people, and it is frequently the cause of aseptic meningitis, indistin- 
guishable clinically from nonparalytic poliomyelitis. Thirty seven of 43 children under 10 
years of age living in a housing development studied became ill, whereas 19 of the 36 older 
children and adults became ill. Echo 9 Virus recovery rates ranged from 86 per cent of the 
ill children to 44 per cent of ill adults with a similar trend for recovery of Coxsackie B viruses 
for those having that illness. The present study indicates that the incubation period is about 
three to seven days. Major manifestations were papular rash, fading in two to 10 days, fever 
of sudden onset ranging from 100 to 104 F., a contrast throbbing frontal headache lasting 
about three days, and stiff neck especially in adults. Viremia was demonstrated prior to the 
appearance of symptoms, but rarely after. Virus was present in the feces for as long as 28 
days after onset of the illness. Symptoms of the individuals with Coxsackie B virus illness were 
quite similar except that no one was observed who had a rash. 


© Myasthenia Gravis in the Newborn. Greer, M., and M. Schotland. pp. 101-108. 


This is a case report of an infant showing severe weakness at birth and a review of previously 
reported cases of neo natal (transient) and congenital myasthenia gravis. It is stated that 
infants born to mothers having myasthenia gravis may show “neo-natal”’ myasthenia gravis 
requiring immediate treatment, will respond to cholinergic medication, and will become 
asymptomatic in three to five weeks, needing no further treatment. By contrast, infants show- 
ing symptoms who are born to mothers without the disease (congenital myasthenia) are re- 
ported to have feeble fetal movements, weak cry, ptosis, and weakness but not to show the 
severe initial symptoms. The symptoms persist into childhood in those individuals who survive. 
The case reported here is atypical according to this scheme. The mother did not have 
myasthenia, and did not show weakness following a test dose of intravenous d-tubocurarine. 
The child repeatedly responded to administration of cholinergic drugs during periods of weak- 
ness during the first few days of life. At six days of age the child required no further treatment 
and appeared normal at twelve weeks. The case presented thus would appear to differ from 
the twenty previously reported cases of “neonatal” and also from the ten previously reported 
cases of “congenital” myasthenia gravis. It is most likely that the so-called congenital form 
is rarely recognized, and that when recognized it is not usually reported. The course of events 
described here may well be the most common, albeit unreported, early history. The lack of 
systematic reporting of all recognized cases of such infrequent diseases often results in describing 
the atypical course as the “textbook case.” Infants with cyanosis, difficulty swallowing, and 
generalized weakness with or without ptosis should be suspected of having myasthenia gravis 
and investigated, since early treatment is often adequate to prevent death, and complete 
recovery may ensue. 


An evaluation of the treatment of phenylketonuria with diets low in phenylalanine. 
Know, W. E. p. 1. 


Vitamin Bg-dependency and infantile convulsions. Scriver, C. R. p. 62. 
Prognosis of infants born of tuberculous mothers. Kendig, E. L. Jr. p. 97. 


Coarctation of the aorta in infants. A review of twelve years’ experience. Glass, 
I. H.; W. T. Mustard, and J. D. Keith. p. 109. 


The pediatrician and the individual delinquent. Richmond, J. B. p. 126. 
Proceedings — the use of hypothermia in children. Shields, J. R. S. p. 146. 


Clinical conference — genital abnormalities in infants associated with administration 
of progesteroids to their mothers. Leibow, S. G., and L. I. Gardner. p. 151. 
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Rutone capsules and Rutone tablets 
shipped from Philadelphia, Pa. 
(F.D.C. No. 42205. S. No. 35-378 P.) 
Results of Investigation: Analysis showed 
that the capsules contained less than the de- 
clared amount of para-aminobenzoic acid. 


Charge: The strength of the article, when 
shipped, differed from that which it purported 
and was represented to possess, namely, 180 
milligrams of para-aminobenzoic acid per cap- 
sule. The labeling of the articles, when 
shipped, contained false and misleading rep- 
resentations that the article was an adequate 
and effective treatment for arthritis, rheuma- 
tism, rheumatic fever, osteoarthritis, fibrositis, 
and gout, and for the pain of such conditions, 
and that salicylamide, an ingredient of the 
capsules, was approximately seven times as 
effective in relieving pain as aspirin; and the 
label of the article failed to bear a warning 
to keep it out of the reach of children, and a 
warning that if pain persisted for more than 
ten days, or redness was present, a physician 
should be called immediately. 


Disposition: Default, destruction. 


Slenderoll Spot Reducing Device 
shipped by Profile Slenderizing Salons from 
Northvale, N. J. 

(F.D.C. No. 41829. S. No. 26-432 P.) 


Results of Investigation: The device ap- 
peared to be a simple roller massage device 
containing an electric vibrator. 


Charge: The labeling of the article, when 
shipped, contained false and misleading rep- 
resentations that the device was an adequate 
and effective treatment for removing excess 
inches, weight, and fat, stimulating circula- 
tion, toning the tissues and spot reducing. 

Disposition: Default, delivered to the Food 
and Drug Administration. 


Relaxor Vibrator Device 
shipped by Powers Dry Goods Co., 
Minneapolis, Minn. 
(F.D.C. No. 41888. S. No. 25-847 P.) 


Charge: The labeling of the article, when 
shipped, contained false and misleading rep- 
resentations of fact that the article was an 
adequate and effective treatment for promot- 
ing circulation, easing nervous tensions, re- 
lieving aching back, firming fatty tissues, and 
reducing thighs, flabbiness and bulges. 

Disposition: Consent, claimed by S. S. 
Hollender, Inc., New York, N. Y. and re- 
labeled. 


Healthmore Chair 
shipped by Wizard Mfg. Co., from 
North Hollywood, Calif. 
(F.D.C. No. 41706. S. No. 28-502 P.) 


NOTICES OF JUDGMENT UNDER THE FEDERAL FOOD, 
DRUG AND COSMETIC ACT 
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Results of Investigation: The device was 
indicated to be an upholstered foam rubber- 
cushioned, reclining, and oscillating chair 
equipped with a heating element and capable 
of providing vibration. 

Charge: The labeling of the device, when 
shipped, contained false and misleading rep- 
resentations that the device was effective for 
overcoming arthritis, bursitis, rheumatism, 
poor blood circulation, fatigue, tension, and 
for providing improved health. 

Disposition: Consent, claimed by Wizard 
Mfg. Co. and relabeled. 


Vibrator Device 
shipped by Hallmark System from 
Milwaukee, Wis. 
(F.D.C. No. 42071. S. No. 26-457 P.) 


Results of Investigation: The device was an 
upholstered, carrying case-type device con- 
taining an electric motor providing vibration. 

Charge: The labeling accompanying the 
article, when shipped and while held for sale, 
contained false and misleading representations 
that the article was an adequate and effective 
treatment for arthritis, bursitis, rheumatism, 
relieving simple constipation, stimulating 
blood circulation, relieving aches and pains, 
breaking down fatty tissues, and reducing 
“anywhere you have excess weight.” 


Disposition: Default, delivered to Food and 


Drug Administration. 


Meprobamate Tablets 
shipped by Hall Pharmacal Co. Inc. 
Brooklyn, N. Y. 

(F.D.C. No. 41895. S. No. 4-401 P.) 


Results of Investigation: Analysis showed 
that the article contained approximately 400 
milligrams of meprobamate per tablet. 

Charge: The statement on the drum label 
“For Investigational and Export Use Only.” 
was false and misleading as applied to the 
article; and when shipped, the article was a 
new drug which may not be introduced into 
interstate commerce, since an application filed 
pursuant to law was not effective with respect 
to such drug. 


Disposition: Default, destruction. 


Meprobamate Tablets 
shipped by Hall Pharmacal Co. Inc., 
Brooklyn, N. Y. 
(F.D.C. No. 41894. S. Nos. 29-956/7 P.) 


Results of Investigation: Analysis showed 
that the article (both lots) contained approx- 
imately 400 milligrams of meprobamate per 
tablet. 

Charge: While held for sale, the statement 
on the label of the article “For manufacturing, 
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processing, or repacking in the preparation of 
a new drug limited by Federal law to investi- 
gational use — For Export Only” was false 
and misleading; the article was a new drug, 
and an application filed . . . was not effective 
with respect to uch drug. 


Disposition: Consent, destruction. 


Meprobamate Tablets and Meprobamate 
Powder shipped from New Jersey to New York 
(F.D.C. No. 41764. S. Nos. 62-771 M, 
29-942 P.) 


Charge: The articles failed to bear labels 
containing (1) the name and place of business 
of the manufacturer, packer, or distributor, 
and (2) an accurate statement of the quantity 
of contents. The labeling of the articles failed 
to bear the common or usual name of the 
drug; the labeling of the articles failed to bear 
adequate directions for use; the meprobamate 
tablets were an imitation of another drug, 
namely, Miltown, and were offered for sale 
under the name of another drug, namely, 
Miltown; the labeling of the articles failed to 
bear the statement “Caution: Federal law 
prohibits dispensing without prescription.” 
The Meprobamate tablets were a new drug, 
and an application filed pursuant to the law 
was not effective with respect to the drug. 

Disposition: $1,800 fine and probation for 
5 years. 


Aspirin Tablets 
shipped from Memphis, Tenn. 
(F.D.C. No. 41700. S. No. 34-029 P.) 


Results of Investigation: Examination 
showed the article to be 5 grain aspirin tab- 
lets containing 0.55 per cent free salicylic 
acid, whereas, the United States Pharma- 
copeia permits a maximum of 0.15 per cent 
free salicylic acid per aspirin tablet. 

Charge: The quality and purity of the 
articles, while held for sale, fell below the 
standard for aspirin tablets set forth in the 
United States Pharmacopeia since the article 
contained more than the permitted amount of 
free salicylic acid. The labeling of the article 
failed to bear adequate warnings against mis- 
use by children, in that, in lieu of a dosage 
statement for children under three years of 
age, it did not bear a statement that for the 
three-year and under-age group a physician 
should be consulted for dosage, and its label 
did not bear a statement warning that the 
product should be kept out of reach of 
children. 


Disposition: Default, destruction. 


Niagara Thermo-Cyclopad Home Unit 
shipped from Adamiville, Pa. 
(F.D.C. No. 41478. S. No. 15-673 P.) 


Results of Investigation: The home unit 
was composed of a kit consisting of a Thermo- 
Cyclopad with a motor having Cyclo-Massage 
action, contained in a heating pad of foam 
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rubber which held a heating coil, with a con- 
trol box; also a hand massage unit with a 
control box. 

Charge: The labeling of the article, while 
held for sale, failed to bear adequate direc- 
tions for use in the treatment of polio, poly- 
neuritis, paralytic stroke, paralysis caused by 
spinal injury, prevention of ulcerated teeth, 
prevention and treatment of colds and sinus 
trouble, treatment of muscular dystrophy, 
multiple sclerosis, crippling arthritis, baldness, 
stomach ulcers and influenza, which were the 
diseases and conditions for which the device 
was offered in oral advertising at Toledo, 
Ohio, on February 12, 1958, by Mrs. Ruth 
Mitchell, a saleswoman for General Home 
Service, Inc., trading as Niagara of Toledo. 

Disposition: Default, delivered to Food and 
Drug Administration. 


Clinical Thermometers 
shipped by Fulton Thermometer Co., 
Brooklyn, N. Y. 

(F.D.C. No. 42044. S. No. 38-396 P.) 


Results of Investigation: Examination of 24 
thermometers revealed that 4 thermometers 
failed to meet the labeled standard of accur- 
acy, and that 24 failed to meet the pigmenta- 
tion retention tests set forth in Commercial 
Standards CS 1-52. 

Charge: The quality of the article, when 
shipped, fell below that which it purported 
and was represented to possess; and the fol- 
lowing statement in the labeling of the article 
was false and misleading; “This certifies that 
this Fulton Fever Thermometer has been ex- 
amined and tested and is correct within plus 
or minus 2/10 degree at 98F. and 102 F. 
and 3/10 degree F. at 106 F. or its equivalent 
in centigrade scale.” 


Disposition: Default, destruction. 


Slenda-Matic Devices 
shipped by Grayline Co., Chicago, IIl. 
(F.D.C. No. 41794. S. Nos. 25-239 P, 

26-551 P.) 


Results of Investigation: The labeling indi- 
cated that each device was a wooden frame 
box upholstered with polyurethane foam and 
covered with vinyl material, and that a 
rheostat-control electric motor providing vi- 
bration was enclosed in each box. 

Charge: The labeling of the devices, when 
shipped, contained false and misleading rep- 
resentations that the devices were capable of 
providing an adequate and effective treatment 
for improving circulation, easing tensions, re- 
ducing weight, regaining a firm, trim, slender 
figure and removing fatty tissues. 

Disposition: Consent, claimed by E. B. 
Meyrowitz, Inc., St. Paul, Minn., and re- 
labeled. 


Ozone Generator 
shipped from Germany 
(F.D.C. No. 41454. 8. No. 41-302 P.) 
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Results of Investigation: Each device con- 
sisted of a horizontally mounted mercury- 
containing glass tube, completely enclosed and 
covered with a protective plastic shield. 


Charge: The labeling accompanying the 
devices, while held for sale, contained false 
and misleading representations that the de- 
vices were effective for overcoming coughs, 
headache, whooping coughs, tuberculosis, 
bronchitis, diseases of respiratory organs, 
rickets, and metabolic disturbances, and for 
promoting health. 


Disposition: Default, destruction. 


Relax-Or Cushion 
shipped from New York, N. Y. 
(F.D.C. No. 41817. S. No. 26-558 P.) 


Results of Investigation: The newspaper 
tearsheets were used by the consignee with a 
counter display of the devices. The device 
appeared to be an upholstered cushion con- 
taining an electric motor providing vibration. 


Charge: The labeling accompanying the 
article, while held for sale, contained false 
and misleading representations that the article 
was an adequate and effective treatment for 
relaxing away tensions, pains easing 
nervous tension instantly, trimming the body, 
and reducing weight. 


Disposition: Consent, claimed by John W. 
Thomas Co. and relabeled. 


Electric Massage Pillows 
shipped by Edson, Inc., Chicago, Ill. 
(F.D.C. No. 41913. S. Nos. 25-944/6 P.) 


Results of Investigation: The article (all 
models) consisted of an upholstered cushion 
containing an electric motor providing vibra- 
tion, and the Vibra-Therm pillows also con- 
tained a dial control switch for heat. 


Charge: When shipped, the labeling of the 
articles contained false and misleading rep- 
resentations that the electric massage pillows 
were an adequate and effective treatment for 
reducing fatty spots and unsightly bulges, re- 
lieving aches due to muscular strain, easing 
nervous tension, increasing blood circulation, 
and for trimming the figure; that the Travel- 
Mate pillows were an adequate and effective 
treatment for stimulating circulation, firming 
up flesh, reducing unsightly bulges, and trim- 
ming the figure; and that the Vibra-Therm 
pillows were an adequate and effective treat- 
ment for spot reducing, relieving muscle 
aches, easing tension, stimulating blood circu- 
lation to carry away excess fatty tissues, and 
slimming and trimming the figure. 


Disposition: Consent, claimed by Edson, 
Inc., and released for relabeling. The electric 
massage pillows and Vibra-Therm pillows 
were relabeled and the vibrating mechanisms 
of the Travel-Mate massage pillows were re- 
moved and dismantled in lieu of relabeling 
such pillows. 
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Electric Vibrator Pillow 
shipped by P. J. Gould Co., Chicago, Ill. 
(F.D.C. No. 41791. S. No. 25-229 P.) 


Results of Investigation: The label indi- 
cated that the device was a corduroy covered 
polyether foam-filled cushion containing an 
electric motor capable of providing vibration 
action. 


Charge: The label of the article, when 
shipped, contained false and misleading rep- 
resentations that the device was an adequate 
and effective treatment for reviving sore and 
tired muscles, relaxing and easing nervous 
tension and massaging away excess pounds. 

Disposition: Default, delivered to the Food 
and Drug Administration. 


Berkeley Springs Water 
shipped from Berkeley Springs, West Va. 
by Berkeley Club Bottling @ Mfg. Co., Inc. 
(F.D.C. No. 41979. S. No. 4-831 P.) 


Charge: The label on the bottles of the 
article, when shipped, contained false and 
misleading representations that the article was 
effective in the treatment of rheumatism, 
gout, diabetes, liver disorders, stomach dis- 
orders, and for providing youthful vigor. 


Disposition: Default, destruction. 


Exercycle Devices 
shipped from Hartford, Conn., by the 
Exercycle Corp. 
(F.D.C. No. 40644. S. No. 68-225/6 M.) 


Results of Investigation: The device con- 
sisted of a framework resembling a wheel- 
less bicycle equipped with an electric motor 
which produced motion of the pedals, seat, 
and handlebars. 


Charge: The labeling accompanying the 
article, when shipped, contained false and 
misleading representations that the device was 
effective for providing a daily rejuvenating 
treatment, streamlining one’s figure, increas- 
ing one’s powers of endurance, improving 
one’s chances against certain types of heart 
attacks, improving the body metabolism, 
strengthening the heart, keeping the joints 
flexible, improving the digestion and elimina- 
tion, and equalizing the blood pressure; over- 
coming stagnation of blood circulation and 
body metabolism, breathlessness, circulatory 
disorders, lack of strength, pep, and energy, 
overweight, and premature old age; making 
one into a “new person,” enabling one within 
10 days to feel younger, and in 30 days en- 
abling one to stand taller, feel lighter, look 
healthier, cat heartier, and sleep more 
soundly; providing positive weight control by 
“burning up” excess calories before they turn 
into dangerous fat; enabling a person past 60 
to have the body and stamina of a young 
healthy man of 35, with high energy, strong 
heart, normal blood pressure, regular elimina- 
tion, quiet nerves, lungs in top shape, erect 
posture, and muscles and joints flexible and 
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pliable, with the feel of a youngster and the 
working ability of “the proverbial horse” ; 
helping the heart by keeping the heart muscles 
from becoming soft, flabby, and weak; over- 
coming a tendency to be easily winded while 
climbing stairs, lifting heavy objects, or en- 
gaging in strenuous work; alleviating any dis- 
ease, ailment, or injury which has affected 
the conditions of the shoulders, arms, back, 
legs, stomach, pelvic region, chest, and other 
parts of the body; acting as a “heart-condi- 
tioning, fat-consuming and muscle-toning” 
exercise ; preventing the “chronic middle-aged 
ailments” such as digestive upsets, heartburn, 
acidosis, postural diabetes, constipation, head- 
aches, neurasthenia, fatty degeneration of the 
heart, breathlessness, chronic fatigue, piles, 
“heart failure,” kidney disorders, chronic ail- 
ments, and sudden death; preventing high 
blood pressure, albuminuria, glycosuria, cere- 
bral hemorrhages, angina pectoris, and 
Bright’s disease; preventing one from being 
a hopeless cripple due to arthritis; enabling 
a diabetic to cut down the necessary daily 
dose of insulin; overcoming the after-effects 
of infantile paralysis; overcoming serious 
spinal injury and its after-effects; overcoming 
convulsions in persons who would otherwise 
have convulsions at frequent intervals; over- 
coming high blood pressure; overcoming low 
blood pressure; and overcoming stiff and 
swollen joints. 


Disposition: Consent, claimed by Exercycle 
“orp. and relabeled. 


Vibro-Massage Unit 
shipped from Lohrville, Iowa, 
by Giro Power Mfg. Co. 
(F.D.C. No. 42203. S. No. 29-637 P.) 


Results of Investigation: The device con- 
sisted of a stand or base into which a long 
metal tube with an electric motor on top was 
mounted. A long web belt was attached to 
each end of the motor and when the motor 
was switched on, the belt would vibrate. The 
motor was enclosed in a protective and dec- 
orative covering, to which a dial was attached 
for adjusting the speed of the motor. 

Charge: The labeling accompanying the 
article, when shipped, contained false and 
misleading representations that the article was 
an adequate and effective treatment for reliev- 
ing stiffness and soreness; reducing excess 
weight; improving elimination, weak instep, 
sore feet, and impaired circulation; breaking 
up congestion; stimulating kidneys and the 
nerves running to the intestines; overcoming 
congestion in the lower lungs; improving the 


digestion ; overcoming liver sluggishness; over- 
coming congestion of the bronchial tubes and 
lung trouble; providing a deep kneading ac- 
tion for relieving congestion and sluggishness; 
helping to wake up dormant, congested or- 
gans in the abdomen; “doing away with un- 
wanted bulges and fatty accumulations”; 
causing “pounds .. . to disappear”; and 
overcoming nervous tension. 


Disposition: Consent, claimed by Edwin P. 
Farr and Joseph E. Farr, Dallas, Texas, and 
relabeled. 


First Aid Kits 
shipped from St. Louis, Mo. 
(F.D.C. No. 41855. S. No. 31-495 P.) 


Results of Investigation: Examination 
showed that the article was a canvas strip 
consisting of 3 pouches containing 1 bandage 
dressing and an iodine applicator, 1 bottle of 
Frazer's Solution, 6 “Band-Aid” strips, 1 card 
of safety pins, 1 roll of rubberized material 
for wrapping sprains, 2 tubes of boric acid, 
and 3 applicator bottles of tincture of iodine 
or 2 tubes of petrolatum. The Frazer’s Solu- 
tion showed the quantity of contents to be 71 
per cent of the amount declared on the label, 
and the bottles were abnormal because of 
corrosion and leakage. The kit container 
failed to declare the contents, the bandage 
dressing was unlabeled, the roll of rubberized 
wrapping did not bear directions for use, and 
the boric acid carton declared the presence 
of seasickness preventive which was not 
present. 


Charge: The quality of the Frazer’s Solu- 
tion, while held for sale, fell below that which 
it purported and was represented to possess 
since the bottles were abnormal because of 
corrosion and leakage ; the label of the Frazer's 
Solution which declared the quantity of con- 
tents to be 1 ounce. The carton label of the 
boric acid was false and misleading since it 
declared the presence of seasickness preventive 
which was not included. The label on the can- 
vas kit container and the bandage dressing did 
not bear the name and place of business of the 
manufacturer, packer, or distributor, and a 
statement of the quantity of contents. The 
canvas kit container failed to bear a label con- 
taining the common or usual name of the ac- 
tive ingredients present in the kit components; 
and the labeling of the bandage dressing and 
the roll of rubberized wrapping failed to bear 
adequate directions for use. 


Disposition: Default, destruction. 
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You are fo 
application to present 


A SCIENTIFIC PAPER, EXHIBIT OR FILM 
AT THE 


39th Annual Session 

of the 
American Congress of 
Physical Medicine and Rehabilitation 


Cleveland ° Sheraton-Cleveland 


August 27-September 1, 1961 


Please check one or any of the following categories. Upon receipt of this 
preliminary information form, official application blanks will be sent to you. 
The decision of the Program Committee for the 1961 session covering any portion 
of the meeting will be final. 


() I wish to present a scientific paper; the tentative title is 


(J I wish to present a scientific exhibit; the tentative title is 


() I wish to present a scientific film; the tentative title is 


(Please Print Your Name) 


ADDRESS___ 


(Please Print) 
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DON’T READ THIS 


unless you are interested 
in a special offer! 


Back issues of the ARCHIVES OF 
PHYSICAL MEDICINE AND 
be purchased for the cost of $1.00 plus ° 
a 10 cent handling charge for each copy of Patronize 
the journal purchased. Issues are available 
for the following years: 1949 (except March, 
June, August); 1950 (except December); 1951 
(except January, July); 1952 (except January, 
May, July); 1953 (except May); 1955 (except 
September); 1956 (except July, October, De- 
cember); 1957 (except January, February, our 
March, June, December); 1958 (except Jan- 
vary, April, July); 1959 (except February). 
The minimum order accepted at this reduced 
rate is $5.00 plus 50 cents handling charge 
or a total of $5.50. For complete details 
regarding this special offer, direct inquiry to e 
ARCHIVES OF PHYSICAL MEDICINE AND Advertisers 
REHABILITATION, 30 North Michigan Avenue, 
Chicago 2, Illinois. 


The right to withdraw this special offer with- 
out notice ef any kind is reserved by the 
American Congress of Physical Medicine and 
Rehabilitation. 


1960 IS THE YEAR 


Effective January, 1960, the following subscription rates to the ARCHIVES 
OF PHYSICAL MEDICINE AND REHABILITATION apply 


UNITED STATES, ITS POSSESSIONS; 
PUERTO RICO, AND MEXICO 


SINGLE ISSUES (current) 
SPECIAL ISSUES (current) 


These revised rates apply to all subscriptions, new and/or renewal. 
Every means of delaying an increase in rates has been taken during 
the past years. Nonetheless, steadily increasing publication costs 
necessitated a rate schedule revision. We know that you will agree 
that the increase is not out of line especially in view of the fact that 
the last subscription rate increase was January, 1949. 
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How to 
Acquire 
Permanent 
Savings Habit 
in Minutes 


Learning to save isn’t the easiest 
thing in the world. But thousands 
of Americans have discovered a 
way that requires no learning — 
buying U.S. Bonds on Payroll 
Savings. Just ask your company’s 


bond officer to set aside any net sign your name ane youre saving! Buying 
amount you wish each payday. “saving skill”. cor payroll deck deus the 
You'll be surprised how little it saving for you. 

changes your spending habits — 

and how quickly your savings will NOW every Savings Bond you own —old 
grow. Try it and see! or new —earns 44% more than ever before. 


U.S. SAVINGS BONDS ARE MORE THAN 
A GOOD WAY TO SAVE 


Government guarantee. 
Your money can’t be lost or stolen. 
You save automatically with the Payroll You can get your money, with interest, 


Savings Plan anytime you want it. 
. ; You save more than money —you help 
3 
You now get 334% interest at maturity. your Government pay for peace. Buy Bonds 
You invest without risk under a U.S. where you work or bank. 


You Save More Than Money With 
U.S. Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 
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IF YOU ARE 


a research worker 

a physiologist 

a bio-physicist 
a teacher of physical medicine and rehabilitation 


IF YOU WANT 


to stay abreast with what is new in physical medicine 
and rehabilitation 


YOU MUST 


read the Archives of Physical Medicine and Rehabilitation, 
the official journal of the American Congress of Physical 
Medicine and Rehabilitation and the American Academy 
of Physical Medicine and Rehabilitation 


no other medical periodical gives you as broad a coverage 
in the field of physical medicine and rehabilitation . . . 
each month you will find in this journal informative 
articles on new developments, theories and practices dealing 
with all phases of this specialty 


YOU ARE INVITED 


to send in your subscription today. Sample copy will be 
sent on request. Subscription price $8.50 per year ; Canada, 
$9.50; elsewhere, $14.00 the year. Bill later if you wish. 
Return the coupon with your instructions. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION, 
30 No. Michigan Ave., Chicago 2. 


Please find enclosed check for $8.50 [] or bill me [_) for one year’s subscription to the ARCHIVES. 
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BERNARD M. BARUCH ESSAY AWARD—ie 
th 


AMERICAN CONGRESS 
of 
PHYSICAL MEDICINE 
AND REHABILITATION 


whe annual award of $100 will be given as a prize for an essay 
on any subject relating to physical medicine and rehabilitation. 


The following rules and regulations apply: 


1. Any subject of interest or pertaining to the field of physical med- 
icine and rehabilitation may be submitted. 


2. Manuscripts must be in the office of the American Congress of 
Physical Medicine and Rehabilitation, 30 N. Michigan Ave., Chicago 2, 
not later than March 1, 1961. 


3. Contributions will be accepted from medical students only. 


4. The American Congress of Physical Medicine and Rehabilitation 
shall have the exclusive right to publish the winning essay in its official 
journal, the Archives of Physical Medicine and Rehabilitation. 


5. Manuscripts must not exceed 3000 words (exclusive of headings, 
references, legends for cuts, tables, etc.), and the number of words should 
be stated on the title page. An original and one carbon copy of the manu- 
script must be submitted. 


6. The essay must not have been published previously. 
7. The winner shall receive a cash award of $100. 


8. The winner shall be determined by the Awards and Prizes Com- 
mittee of the American Congress of Physical Medicine and Rehabilitation. 


9. All manuscripts will be returned as soon as possible after the name 
of the winner is announced. The winning manuscript becomes the ex- 
clusive property of the American Congress of Physical Medicine and 
Rehabilitation. 


10. The American Congress of Physical Medicine and Rehabilitation 
reserves the right to make no award if, in the judgment of the Awards 
and Prizes Committee, no contribution is acceptable. Announcement of 
the winner will be made at the annual meeting. 
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Announcing 


The Eighth Essay Award 


of 
$200 


sponsored by the 


AMERICAN CONGRESS OF PHYSICAL 
MEDICINE AND REHABILITATION 


To stimulate interest in the field of physical medicine and rehabilitation, the 
American Congress of Physical Medicine and Rehabilitation will award annually, 
a prize for an essay on any subject relating to physical medicine and rehabilito- 
tion. The contest, while open to anyone, is primarily directed to interns, residents, 
graduate students in the pre-clinical sciences and graduate students in physical 
medicine and rehabilitation. The Awards and Prizes Committee suggests thot 
members of the American Congress and American Academy of Physical Medicine 
and Rehabilitation bring this announcement to the attention of interested persons. 
The following rules and regulations apply to the contest: 


1. Any subject of interest or pertaining to the field of physical medicine and 
rehabilitation may be submitted. 


2. Manuscripts must be in the office of the American Congress of Physical 
Medicine and Rehabilitation, 30 N. Michigan Ave., Chicago 2, not later than 
March 1, 1961. 


3. Contributions will be accepted from interns, residents, graduate students 
in the pre-clinical sciences, and graduate students in physical medicine and rehabili- 
tation. 


4. The essay must not have been published previously. 


5. The American Congress of Physical Medicine and Rehabilitation shall have 
the exclusive right to publish the winning essay in its official journal, the ARCHIVES 
OF PHYSICAL MEDICINE AND REHABILITATION. 


6. Manuscripts must not exceed 3000 words (exclusive of headings, refer- 
ences, legends for cuts, tables, etc.), and the number of words should be stated 
on the title page. An original and one carbon copy of the manuscript must be 
submitted. 


7. The winner shall receive a cash award of $200. 


8. The winner shall be determined by the Awards and Prizes Committee of 
the American Congress of Physical Medicine and Rehabilitation. 


9. All manuscripts will be returned as soon as possible after the name of the 
winner is announced. 


10. The American Congress of Physical Medicine and Rehabilitation reserves 
the right to make no award if, in the judgment of the Awards and Prizes Committee, 
no contribution is acceptable. Announcement of the winner will be made at the 
annual meeting. 
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Pathologic and Clinical Characteristics of Connective Tissue Diseases. 
Howard F. Polley, M.D., and Charles H. Slocumb, M.D. ...............44. 425 


Preliminary Report of Evaluating and Classifying the Vocational Potential of 
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Use of Ultrasound in the Treatment of Pressure Sores in Patients with Spinal 
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M.D.; Ellen Baab, R.P.T., and Florence Bullock, R.P.T. 438 


Diagnostic Challenge of Back Pain. Leonard Policoff, M.D. .................. 44) 


Hospital-Centered Vocational Rehabilitation. Robert H. Manheimer, M.D.; 
Rose Goldman, M.A.; Miriam C. Brennan, O.T.R.; Katrine R. C. Greene; 
Philip Sumner, M.D., and Joseph G. Benton, Ph.D., M.D. .............064. 446 


New Apparatus. Hydrotherapy Unit. 
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